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Anything short of major calibre 
in a diathermy machine will 
prove disappointing. The Victor 
Vario-Frequency Diathermy 
Apparatus is designed and built 
tO meet every requirement. It 
has, first, the necessary capacity 
to create the desired physio- 
logical effects within the 
heaviest part of the body; 
secondly, a refinement of control 
and selectivity unprecedented 
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BUNDANT evidence of an in- 
creasing use of diathermy in 
therapeutics is offered though a 
perusal of the outstanding period- 
icals in the medical library. 


The widely varying applications 
of this form of heat, indicates 
also that almost every physician, 
whether in general or specialized 
practice, will find this energy of 
inestimable value in some condi- 
tions met with almost daily. Many 
of these clinical reports cite un- 
usually stubborn conditions, of long 
standing, which have yielded to 
intelligent use of diathermy, with 
results gratifying to physician and 
patient alike. 
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When heat is desired within the 
tissues, regardless of how deep 
seated the pathology may be, noth- 
ing known to medical science can 
create heat within the affected part 
so quickly and directly and con- 
veniently, as a correctly designed 
diathermy machine. 


If you are interested in investi- 
gating this subject through the 
opinions of recognized medical 
authorities, we will be glad to send 
you, without obligation, the book- 
let “Indications for Diathermy,” 
containing abstracts and digests 
from recent literature on the sub- 
ject, and arranged by specialty. 


ELECTRIC 


. Chicago, IIL, U.S.A. 





{osx - 


—X-BAY CORPORATION _ 


Join us in the General Electric Hour, broadcast every Saturday 
at 9p. m., E. S. T., on a nation-wide N. B. C. network 




















ee 


VOLUME X 











The Physiotherapy 
Review 


MARCH-APRIL, 1930 





NUMBER 2 








Editor-in-Chief: 


DOROTHEA M. BECK, 
21 Church St., Montclair, N. J 


orugerary Review. Single copies 35 cents. 


Segeeeeeeeeeeeeeee eee eee ee eee ee eee eee ee eee eC eC eC eC ee 








Pusuisnep Bi-MonrTs_y BY THE AMERICAN PHYSIOTHERAPY ASSOCIATION 
Publication Office: 404 N. Wesley Ave., Mount Morris, Ill. 


Entered as second-class matter Oct. 6, 
1927, at the post office at Mount Morris, 
TU., under the Act of Aug. 24, 1912. 


Address all correspondence for publication to the Editor. 


Membership in the American Physiotherapy Association is five dollars a year, includi 
Subscription for non-members to THE 
Single copies 50 cents 


General Manager: 


GERTRUDE BEARD, 
2449 S. Dearborn 8t., Chicago, Il. 


two dollar subscription for Taz Pays1- 
HYSIOTHERAPY Review $2.50 a year. 














(ee eS SPSSPSERSESP SRP RE SPREE RESP EPROP RSPR ERE RESP SPER SESS SEES RSS SESS SS 














The Treatment of Scoliosis 


By Emil Hauser, M.D., F.A.C.S. 


The importance of physiotherapy i. e., particularly{§ curves, seen from time to time in cases of poor posture. 


supervised exercises, in the treatment of scoliosis was 
brought out by the first school of gymnasts in Sweden 
and has been reemphasized frequently by modern phys- 
ical culturists and orthopedists. Definite systems of 
massage and exercises have been laid down for the treat- 
ment of scoliosis. The Swedish schools of massage for 
the most part cling to the systematic exercises of the 
Ling system. The English show a decided continental 
influence. The Americans are more diversified but the 
influence of Doctor Lovett predominates. In many in- 
stances the subject of scoliosis remains indefinite and de- 
pends much on the influence of the individual in charge. 

Opinions as to the correct method of treatment often 
disagree and lead to a confused conception of scoliosis. 
The orthopedists, too, have had difficulty in reaching a 
concensus of opinion in regard to the etiology, develop- 
ment and treatment of scoliosis. Some advocate fixation 
whether by supports or by fusion operations; others are 
in favor of exercises alone. The treatment of correction 
by force has passed through the height of its popularity. 
Correction by extension in prone position is more favored 
at present. In most discourses on the treatment of 
scoliosis, no distinction is drawn between the different 
types. No reference is made to etiology. All are treated 
as one and the same. Scoliosis includes all lateral curves 
of the spine. More accurately, the term should be con- 
fined to persistent curvatures. This excludes the lateral 


Scoliosis, after all, is only a symptom, a physical sign 
The original illness may be of several kinds. A scoliosis 
can be the result of an empyema, or an infantile paralysis, 
two very different diseases. It scarcely is to be e 
therefore, that the treatment can be exactly the same m 
each case. A classification of the various types, based on 
the etiology, necessarily precedes a description of treat 
ment, since no classification has been universally or evel 
widely accepted. This is especially true where a new 
method of treatment is to be described. 

A scoliosis may be congenital or acquired. The com 
genital type may be one of two kinds. It may be thet 
sult of an anomaly, in which case there is an actual de 
fect demonstrable by the roentgenogram ; or, it may bea 
simple curve which has occurred as the result of hold 
poor posture for a prolonged time in utero. The acquired 
types are more variable. The most frequent cause 1s 
fantile paralysis. Here the muscles may be involved 
asymmetrically. It is important to note that scoliosis als 
occurs when the muscles of the back are paralyzed of 
both sides and, what seems to be even less c 
known, when the abdominal muscles are paral 
Spastic paralysis, as in hemiplegias of childhood, results 
in scoliosis. Aside from these neurological conditions, 4 
scoliotic curve may occur secondary to a pelvic tilt. 1 
pelvis tilts when one leg is shorter than the other. © 
respective of whether or not the shortening is actual of 
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A torticollis will be compensated for in a 


apparent. € ¢ 
similar sort of manner by a scoliotic curve. A destruction 


of the lateral part of a vertebra, as, for instance, by a 
tumor or tuberculosis, occasionally causes scoliosis. 
Changes in the chest cavity, such as the contracture 
brought about by an empyema, result in a scoliosis. 


So far, all the types of scoliosis have a definitely known 
cause and a single origin. There is a group, however, 
and by far the largest group, where the etiology is not 
so clearly known. Merely judging by the number of 
names, and such a name as idiopathic scoliosis, for ex- 
ample, would make one suspect the doubt with which this 
group is approached. The most widly known name is 
adolescent scoliosis. Other names are static, simple, and 
physiological scoliosis. Idiopathic is a name for which 
there is no longer any reason, and should be dropped, for 
even though the etiology is not so distinct as in the other 
cases, it is quite well known. There are several factors 
and these vary from case to case in severity and also in 
number. The period of rapid growth or adolescence is a 
factor. Civilization, with its discouragement of physical 
exercises and lack of fresh air and sunshine also plays 
an important role. Increased strains, like prolonged 
sitting at the school desk can be very significant in bring- 
ing about this type of scoliosis. The frequency with 
which this type of scoliosis occurs in backward children 
and children of sedentary habits is appreciable. The lack 
of co-ordination of musculature in general is noticeable. 
Often, too, a disbalance between height, weight or growth 
can be demonstrated. There are thus many factors all 
somewhat allied that bring about this simple or adolescent 
type of scoliosis. To sum up these factors, it is possible 
to say that anything that weakens the strength of the back 
or anything that increases the load on the back tends to 
cause a simple scoliosis. 


The treatment of scoliosis will consist first of all in 
the treatment of the diseases, as far as s possible, which 
were the original causes of the scoliosis. Thus, in a case 
resulting from empyema, the treatment will be an at- 
tempt to regain full lung expansion; or where infantile 
paralysis is the cause, all the usual measures to protect 


muscles and restore their strength will be put into appli- 
cation. 


After the treatment of the original cause, scoliosis 
therapeutics have a two-fold objective; first, the correc- 
tion of the deformity; second, the re-establishment of 
the function. In the order of importance, I would re- 
verse their position. The first has to do with the appear- 
ance and means the correction of an anatomical devia- 
tion. The second comes in the field of physiology, and 
concerns the relief of symptoms and return to useful- 
ness. Their importance varies somewhat with the sta- 
tion in life of the individual afflicted. To the society 
debutante, appearance of the back is relatively more im- 
portant, while to the youth who depends on the use of 
his back for his livelihood, function is far more impor- 
tant than appearance. As will be seen in a review of the 
results, other benefits are obtained by the treatment of 

scoliosis. 


A disbalance between the potential strength of the 
structures and the load or strain applied to the back will 
give rise to symptoms. These symptoms are a feeling 
of weakness, tiredness, and ache. At times actual pain 
curs. The primary source of these symptoms usually 
lies in the musculature. The ligaments and bones are 
frequently also involved. This disbalance between 
Strength and demand is termed an insufficiency. Muscu- 

T insufficiency is demonstrable. The loss of tone and 
the appearance of atrophy, as well as the sagging pos- 
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ture, are visible signs. The voluntary correction of the 
curvature by getting the patient to make himself or her- 
self as tall as possible is a good test of the degree of 
insufficiency present. An insufficiency of the skeletal 
structure has been demonstrated by Schanz and others 
by means of roentenograms. There is said to be an 
appreciable amount of osteoporosis present. Others lay 
much streess on the strain or the insufficiency of the 
ligaments (Magnuson). In poor posture one usually 
finds a lack of strength of the muscular type. Rest in 
the supine position gives relief. Where it is impossible 
to carry out any of the ordinary functions, we speak of 
a total insufficiency, whereas if some of the functions 
can be executed, we speak of a partial insufficiency. 


Scoliosis is thus not a cause of the insufficiency nor 
its symptoms, but may exist with or without an insuffici- 
ency of any kind. The causes of insufficiency are mani- 
fold and correspond to the factors described in the 
etiology of adolescent scoliosis. 


The result, however, of an insufficiency prolonged over 
a period of time will be first, the symptoms of tiredness 
and aches, then, poor posture, and finally a scoliosis. 
Yet, scoliosis may be present without’ co-existing in- 
sufficiency. This is conceivable in all scoliosis where 
the origin is definitely known and is possible also in the 
adolescent type. In the scoliosis of known origin, the 
curvature results from a cause other than an insuffici- 
ency. The insufficiency is responsible for the origin of 
adolescent scoliosis, and yet it may or may not be pres- 
ent. This is due to the fact that the scoliotic curve tends 
to compensate the lack of power. A back with a com- 
pensated scoliotic curve will not show any symptoms of 
pain or ache or tiredness, but if such a back is elongated 
and the curve corrected, the new position will be ac- 
companied by subjective symptoms. From this it is ap- 
parent that it is not only necessary to remove the de- 
formity, but it is important also to eradicate any in- 
sufficiency and thus restore the function. Furthermore, 
since the origin of adolescent scoliosis is dependent on 
an insufficiency, prevention is possible. The removal of 
all factors that bring about an insufficiency, and the ap- 
plication of methods to increase the potential strength 
of the back will tend to prevent the occurrence of this 
type of scoliosis. 


The first principle of treatment is to remove the cause. 
In the adolescent type where many factors play a part, 
removal of the cause is not so simple. And, yet, in view 
of what has been written about insufficiency, this type 
offers the best prognosis. It is the adolescent types that 
permit the possibility of preventive therapeutics. We 
know how prone this type of scoliosis is to occur in 
school children. Poor posture and signs of insufficiency 
are often forerunners of a curvature. The routine ex- 
amination of school children and the early treatment of 
all insufficiencies will prevent many cases of scoliosis. 
The examiners will, necessarily, have to be competent 
and this implies an understanding of scoliosis, poor 
posture and muscular insufficiency. These factors will 
then be limited and methods and means can be insti- 
tuted at once to restore full strength to the structures of 
the back. Thus a pale, thin child in a period of rapid 
growth, unable to sit in school for the time required 
without getting tired, should first of all get periodic 
rests. The prolonged period sitting should be broken 
either by a rest flat on the back of the child or by a 
change of position. The latter can be accomplished by 
setting up exercises or permitting a recess for games. 
Exercises should be given to strengthen the muscles of 
the back. These exercises should be under instructors 
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who insist on exactness and in this way assure improved 
coordination of muscles. The exercises are continued 
long after all symptoms have disappeared and in this 
way reserve strength is stored. The pale, thin child is 
advised to get as much fresh air and sunshine as is pos- 
sible. Tonics are prescribed as indicated. The rapid 
growth requires special attention to the diet. A well- 
halanced high caloric diet, rich in vitamines, is prescribed. 
It would seem that this is a golden opportunity for the 
school nurses. They, more than any one, see the chil- 
dren early. They can see that proper treatment be given 
them. They can follow up the treatment and it 1s upon 
them that the most of the burden of prevention of ado- 
lescent scoliosis falls. Their intelligent cooperation with 
the orthopedist has done much to decrease the occurrence 
of scoliosis in school children and as time goes on and 
conditions are improved, adolescent scoliosis, in spite 
of its tendency to increase with modern civilization, will 
occur with less and less frequency. 


The treatment of scoliosis that has developed resolves 
itself into two divisions ; the first has as its objective the 
correction of the curve; and the second, the re-establish- 
ment of normal function. The relative importance of the 
two has been pointed out. The methods and means em- 
ployed to gain this objective are manifold. The first 
method employed with an appreciable degree of success 
was brought about by the gymnasts. By means of ex- 
ercises, they not only decreased the deformity, but also 
increased the strength of the back. This was true of a 
certain percentage of cases only. Other cases seemed 
to be made worse by this treatment. Supports of various 
materials had been used for a long time, and, in many 
cases, have relieved the subjective symptoms. The in- 
troduction of plaster of Paris as a method of treatment 
made possible the retention of a corrected position as 
well as an excellent support. Since then, all supports 
whether jackets of leather and steel or of celluloid, or 
corsets of cloth with stays, have been greatly improved. 
The controversy between exercise and rest has continued 
to this day. Adherents to the principle of rest who put 
their patients to bed for months can be found. By 
means of extension frames of the Bradford type, fre- 
quently with a convex bend and traction to the head and 
feet, they attempt to correct the deformity. Many 
physiotherapists depend entirely upon passive exercises 
to obtain a correction. Both methods have disadvantages 
and, as is apparent from the explanation of the develop- 
ment of the scoliosis, neither method alone, in itself, is 
ideal. Rest is needed to relieve the strain, and graduated 
exercise is necessary to increase the strength and regain 
full functional capacity. Prolonged hospitalization is 
contra-indicated aside from economic reasons: first, be- 
cause it increases the insufficiency of the back, and sec- 
ond, because, except in a few very severe cases, it tends 
to impair general health. At the same time, it means a 
great loss of time and increases the importance of the 
condition to the individual, all of which produces an un- 
desirable reaction on the psychology of the child. 


For this reason, a method of treatment has been de- 
vised that is ambulatory and rationally applies rest and 
exercises to advantage. The correction is obtained with 
the use of plaster of Paris. The patient is extended by 
means of the halter. An additional principle of correc- 
tion is utilized before the cast is applied. Herein lies 
much of tWe success of the treatment. The pelvis is 
fastened to a cross piece and, with the pelvis fixed, the 
trunk is drawn to the left in case of left lumbar and right 
dorsal curve. At the same time, the body leans forward. 
The cast is applied snugly over the pelvis and well up 
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in front of the chest. In back, however, on the 5 
side particularly it is low, below the scapula. This mak. 
possible a correction simply by standing in the erect pow. 
tion. Everyone tends to stand straight. This tenden, 
is taken advantage of to gain correction. Felt pads a, 
placed over the iliac crests, sacrum and the prominen, 
over the posterior chest, and act as a safeguard, Jj, 
correction is not forceful. The process is without pgp 
and eliminates the occurrence of pressure sores, J 
patient is not confined to bed at all. A window overt 
chest and abdomen permits breathing and allows 
for food intake. In this way, correction and supports 
rest the back are given simultaneously. 


The patient continues at school, or at work, as th 
case may be. Periodic rests are prescribed. At the san 
time, exercises are started. The cast guards againg 
over-exertion. The exercises are given very accurately 
Specific exercises that give the maximum amount ¢ 
correction, and at the same time all exercises that wi 
increase the strength of the back, are put into use, Ty 
muscles to the limbs affect the back, so that in the fin! 
analysis the muscles are strengthened. Special attentio 
is given to the coordination of movements, and accurary 
and effort are demanded with every exercise. To in. 
crease the load-bearing capacity of the back, the load is 
increased. This is nicely done by letting the child ba- 
ance a sandbag on its head, starting first with a light he 
rather loosely filled, and gradually increasing the weight 
The more firmly the bag is filled, the more difficult itis 
to balance. This has a second advantage, for it demank 
good muscular co-ordination. After the setting up a 
ercises are once mastered, the child is encouraged to take 
part in games. Games that demand accuracy of mor 
ment are particularly recommended. 


The need of cooperation and understanding on th 
part of the physiotherapist and nurse in charge gos 
without saying. Obviously the nurse must be ready to 
give up some ideas that have been ingrained, and under 
stand the object as well as the mechanical execution oi 
the method. It is a privilege to write that once the prir 
ciple was understood, no one could have cooperated bet- 
ter and contributed more to the splendid results obtaine 
than did the nurses and physiotherapists who had charge 
of the cases treated by this method. 


A review of the cases treated by this method shor 
very good results. First, in no instance was a patietl 
made worse. There was never an increase of the @ 
sufficiency nor an increase of the deformity. In nom 
stance did a pressure sore occur. The patient was neve 
made more uncomfortable during the period of treat 
ment than he was before. In no instance was the get 
eral health impaired. The children were never set bat 
in their studies nor did they lose time on account of the 
treatment. So much for the negative results. 


In all cases the function was improved. In ov 
eighty per cent of the cases normal function was © 
stored ; the muscular strength of the back was increas 
In nearly every instance, immediate relief of the subjet 
symptoms was gained. The ultimate result gave p& 
manent relief of symptoms in about fifty per cent oft 
cases. The other half had to remain under observati® 
and from time to time curb their activities or take pe 
odic rests. The curve was at least partially corrected # 
all but five per cent of the cases. A full correction, 
is, an entirely normal back, was obtained in about om 
third of the cases. Most cases were improved t0 
extent of giving symmetry of the shoulders. The # 
pearance of the back showed improvement in every @ 
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under treatment. With the erect posture and the im- 
proved coordination of muscles came more graceful 
movements and carriage. The smooth appearance of 
muscular back was a decided improvement over the 
scrawny, atrophic type of back. The children gained 
weight, and their general health improved; physically 
they had more endurance. As a result, they are more 
alert; they are brighter and more cheerful and at the 
same time more self-reliant. As a rule, they have be- 
come quite normal children and in many instances have 


greater physical capacity than children of their own age 
with whom they join in games of all sorts. 

In conclusion, I wish to emphasize first that the treat- 
ment of scoliosis, though not perfected, is very much 
worth while ; second, that the cooperation of the physio- 
therapists and school nurses in bringing the children for 
early treatment and in carrying out the treatment is most 
important ; third, that the method of treatment described 
can be recommended as rational because it gives excel- 
lent results in the simplest and most economical manner. 
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Case Problems as They Affect the Work of the 
Physiotherapist 


By Edna L. Foley, Superintendent, Visiting Nurse Association of Chicago, Honorary Member oj 
American Physiotherapy Association, Chicago Chapter 


The physiotherapist, whether working in an office, a 
public school or in the homes, as a combination of trained 
physiotherapist and public health nurse, cannot expect 
to be a social worker any more than a busy doctor can 
be an expert in child placing. Nevertheless, everyone 
needs the social point of view, to see his patient, not only 
as an interesting case that can be rehabilitated physically 
but as a person who must fit into the life of his family 
and also find a place in his own community. 

The public health nurse physiotherapist probably has 
a better all-round opportunity for seeing a patient in 
these three special ways, for naturally her work keeps 
her constantly in touch with his home, where she sees his 
relatives, his neighbors, his whole environment and his 
possibilities for development, for recreation and for ulti- 
mate economic usefulness and happiness. 


The worker (office, school, or field) responsible for 
carrying out the physician’s orders for massage, muscle 
re-education, light, heat, electricity, etc., seldom has either 
the preparation or the time to help adjust the economic 
or social conditions which have so definite a bearing on 
the patient's physical progress. 

Therefore the worker should try to know the resources 
of the patient’s community, by which the special needs 
of the patient may be met, and to which she may turn for 
help. If the patient or his family (and in the last an- 
alysis, it often amounts to the same thing) is constantly 
worried about expense, that patient’s physical condition 
may become as definitely retarded as if he were not re- 
ceiving the proper physical care. A worker who knows 
how to discover the worry and takes the time to refer 
the patient to an agency able to help, will get better re- 
sults in her own work. 


The care of the handicapped requires team work of 
many agencies, their common goal being a better chance 
in life for every patient. Perhaps a few histories of 
patients will illustrate the variety of problems that are 
constantly being met. 

H. J. had poliomyelitis at the age of 14, resulting in a 
paralysis of the shoulder muscles of the right arm. He 
was a handsome lad, very active, rather large for his age. 
A deltoid splint was applied and he was referred for 
physiotherapy treatment after the tenderness had entirely 
subsided. It was late in August when the boy was first 
referred and he was planning to enter high school in 
September. The mother had spoken to the principal of 
this high school, who suggested that H. come late to 
classes and leave early, so that, to a certain extent, he 
might be kept out of the crowd of boys and girls who 
rush through any large city high school. 

The splint made an already over-grown, adolescent, 
fairly self conscious boy even more awkward, if that 
were possible. The physiotherapist realized that if H. 
were to attend regular public school, he would soon 
feel so conspicuous that he would discard the brace in 
spite of the fact that upon its faithful use depended the 
restoration of power to the paralyzed shoulder muscles. 
She suggested that the mother and son interview the 
principal of a public school for handicapped children, to 
see if H. could be entered there in its freshman class. 
The physician was only too glad to approve this plan. 


As a result, the boy was admitted to a school wher 
all of the children were more or less handicapped; the 
brace was worn regularly and exercises, massage and 
tank treatments in addition to the brace have resulted jp 
considerable improvement in the weakened muscles. The 
very successful operation performed two years after the 
onset of poliomyelitis, would not have been possible had 
H. remained in the regular school, discarded his brace 
and given up the treatments, which would not hay 
helped much without the assistance of the brace. 


Another child, M., in the grades, was being given bus 
transportation back and forth to a special school and 
without any unhappiness, was wearing a somewhat 
clumsy but absolutely necessary leg brace. Neighbors 
persuaded the mother that the brace (which the physio- 
therapist had tried to show was but a temporary thing), 
was doing the little girl harm; therefore the child was 
transported to a private school two blocks from home. 
Here she was the pet of the place, the brace was quickly 
discarded and the daily transportation back and forth 
was a child’s express wagon, only too willingly drawn 
by children of the upper grades, who were thereby made 
to feel that they were doing a very great service to their 
little playmate. 


It will take years to overcome the neglect that has 
followed this well intentioned but very harmful inter- 
ference on the part of neighbors and the equally harm- 
ful cooperation on the part of the instructors in th 
private school. Now that the harm is done, everyone, 
even the mother, can see that the first plan was an ir 
finitely better one, although the child did have to weara 
heavy brace and had to go several miles from home 
daily in a bus to attend school. 


Anyone doing physiotherapy for the poor and people 
of moderate means, soon realizes the seriousness of the 
economic problems involved. There is the cost of met- 
ical care, whether private or free, for even when all med- 
ical care is free, there is the question of transportation 
back and forth to clinics, to bracemaker, to hospital 
There is the expense of braces, of casts, of X-ray, of 
crutches, possibly even of a wheel chair. It is simple 
enough to order these things but how are they to be 
provided? What resources are there in the community 
to which the worker may direct the family? 


Now-a-days most of our cities and some of our county 
districts have confidential exchanges, known as “ 
Service Exchanges.” This is a file or clearing house ® 
which all the better social and health agencies send briel 
data on families that they visit. In these files are f 
names, given names of parents and children, with ages 
present address and former addresses, and the date and 
name of the agency or person registering the case. If 
more than one agency is interested in the family, the 
name of each one, with its first date of registration, § 
on the family’s card. These are filed alphabetically 
by means of a special cipher, as well as by streets. 


If a patient needs something: aid in the home, di 
pensary care, free transportation, warm clothing, vo 
tional guidance, the physiotherapist is tempted to get this 
assistance as best she can. In fairness to the patient, 
should first “clear” this patient through the files of the 
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Social Service Exchange. If another agency—a hospital, 
family welfare agency, child-placing agency—is regis- 
tered as having known the family, the physiotherapist 
may save herself trouble and the family confusion if she 
will get in touch with these other agencies who have 
known the family, perhaps, longer and more intimately 
than she has known it. This not only prevents duplica- 
tion of effort in one household but it also spreads the 
available relief of every description over a larger number 
of families. 

Community resources that are entirely lacking in 
smaller places may, in time, be secured if patient effort 
shows that many children need free or part-pay hospital 
and dispensary care; that there are no recreational 
centers, no special schools, for youngsters thus denied 
childhood’s birthright of play and education. Again, 
through hospital and dispensary social service depart- 
ments or through public health nursing agencies, help 
of all sorts may frequently be obtained for patients. Just 
in the matter of transportation alone, the physiotherapist 
may discover that the city buses sometimes do a great 
deal more for children than transport them back and 
forth to special schools. If she is working in a city 
where this special transportation to dispensaries, Christ- 
mas parties, gatherings of all sorts, is not provided 
through the Board of Education, her knowledge of how 
it is done in other cities may spur the second city on to 
be a little more generous in its treatment of these handi- 
happed youngsters. 

The cost of a brace is something that weighs very 
heavily upon the family of modest means. The very 
poor, as a rule, make some effort to meet a trifling part 
of the expense of the brace but both worker and family 
know that braces costing from $50 to $150 and lasting 
from 8 to 18 months, simply cannot come out of the 
budget of a Mother’s Pension family or of a very poor 
family; and therefore too much pressure to make the 
family purchase these braces is seldom exerted and the 
child goes without the brace if the worker does not know 
how to secure it from a local fund. 

In families in moderate circumstances, however, the 
child is usually well, sometimes tastefully dressed and so 
is its mother, and the worker may not realize that the 
steady drain of expensive braces, year after year, is an 
item that may reduce that family from a position of in- 
dependence and respect to a condition bordering on des- 
titution. 

Therefore it is well to know how braces may be given 
in part as well as out-right. Some hospitals, particularly 
the Shriner’s, give braces or make them at cost. Service 
Clubs and other clubs will often plan to be responsible 
for the cost of one or more braces if they become inter- 
ested in the problems of the handicapped children through 
the schools or special workers. 

There are many problems that arise as a result of a 
lack of intelligence or as a result of neglect on the part 
of parents. Sometimes it is necessary to refer a patient 
to the juvenile Court, through which he may be sent to 
a special school, convalescent home, or taken from his 
own home temporarily until he has learned to endure a 
brace or to help with treatments upon which his future 
Success in life almost entirely depends. Contractures 
develop when braces are not worn or are worn irre- 
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gularly. Parents may be ignorant, indifferent or too 
indulgent to see that a child submits to treatment not 
painful in itself but not as immediately comfortable as 
having his own way. Handicapped children of parents like 
this need to be taken from such an unfortunate environ- 
ment and placed where they may be properly treated and 
supervised all day long. This frequently results in two 
things: The children do improve and because the Judge 
(who to the parents represents the law and public opin- 
ion) has so ordered it, the parents in time will see that 
the children receive better treatment when the court 
permits them to return home. 

The types of community service needed by the crippled 
child, presupposing that every crippled child is under a 
physician’s care, are: 

Physical—hospital, dispensary or treatment center in- 
cluding physiotherapy; Home follow-up instruction of 
parents—by special workers or public health nurses. 

Educational—special room or special public school 
where the teachers are particularly alert to the individual 
needs of the handicapped child. (This at once brings up 
the question of transportation, lunch, rest hour and rec- 
reation). The handicapped child must learn to make a 
double social adjustment, first with other pupils, and 
then with normal children, singly and in groups. 

Vocational guidance and final placement.—This is usu- 
ally worked towards in the special schools. Intelligent 
parents may think in terms of adult life for their handi- 
capped children but too often they allow things to drift. 
Valuable as it is for the normal child to be vocationally 
guided, it is infinitely more importar.c ihat the crippled 
child shall be studied carefully and steered towards his 
means of livlihood through games, hand-work, special 
training and then perhaps, apprenticeship. 

The placement of the handicapped child is a tremen- 
dous problem in which a physiotherapist may help by 
thinking of the child in terms of his ultimate usefulness, 
as well as in seeing in him the condition for which he 
was referred for treatment. 

How many of us stop to think that upon a patient’s 
ability to go up and down stairs unaided, or to stand up 
from a sitting position unaided, depends his final means 
for self support? Therefore if the physiotherapist, with 
the aid of the Social Service Exchange, discovers that 
the crippled child who has come to her as a result of an 
accident or following an attack of infantile paralysis, is 
not known to another agency, she should bestir herself 
to see that he is not going to be deprived of an education, 
that he will get some chance for recreation, (by means 
of public parks or summer camps if his own people can- 
not provide it,) and that he will be steered towards the 
school or center where the vocational guidance and train- 
ing of handicapped children is part of the program. 

As we said in the beginning, this does not mean that 
a physiotherapist should be a trained social worker nor 
yet a school teacher, nor an expert in child-placing. She 
should, however, take enough interest in each individual 
patient so that he will be referred by her to the local 
agency, school, Playground, family welfare society, state 
rehabilitation office, etc., that will take just as much in- 
terest in seeing him adequately equipped for his life work, 
as she takes in seeing that the condition for which he 
was referred to her, improves under treatment. 
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Arthritis 


By Loring T. Swain, M.D. 


Delivered Before the Visiting Nurse Association of Chicago, November 20, 1929 


It gives me the greatest pleasure to come to you 
today and discuss the subject of arthritis, for I think 
it a subject we need to know more about. We have 
only seratched the surface so far. 

Because we are having so many more arthritics for 
treatment than we used to have, and because we are 


having such difficulty in securing accommodations for. 


them, the subject is an important one. It has gone so 
far in some countries, like Sweden, that they have 
had to put it on an insurance basis—insuring people 
against arthritis; 20 per cent of the chronic invalids 
now are arthritics; whereas only about 9 per cent are 
tuberculous invalids. Therefore, you can see that ar- 
thritis is an important economic problem. Great Brit- 
ain finds it of real economic loss. Although we have 
no figures, we find in this country that it is a difficult 
economic and housing problem. Most of our nursing 
homes are filled with arthritics. 

Yet we have only one hospital in this country 
which is devoted to the care of arthritics and the study 
of arthritis. The hospital accommodates only citizens 
of Greater Boston, and for financial reasons it can 
accommodate only 74 patients. We are not as weil off 
in the care of this important disease as we should be, 
and ' am therefore interested in speaking about it. 


TYPES 


There are two very definite types of arthritis. One 
we call the atrophic. This is a destructive type char- 
acterized by the loss of bone salt, the destruction of 
the joint, and the undermining of the cartilage. This 
ultimately ends in ankylosis of the joint. A _ bony 
growth consolidates the joint so that there is no motion 
left, and a stiff joint is the result. It occurs most fre- 
quently in younger people in the 20 to 40 year age 
period, at the hardest time of life, when burdens are 
greatest. It is more common in women than in men. 
The ratio is about 2 to 1. This is the type that has 
been considered due to an infection, although this has 
not been proven, and infection does not fit all the 
clinical data. It is found all over the world and has the 
same status everywhere. 

The other type occurs beyond the age of 40, and is 
called the hypertrophic or osteo-arthritis. It is char- 
acterized by the holding of lime salts and the over- 
growth of bone along the edges of the joints, and along 
the attachments of the ligaments. Wherever there is 
chronic sirain, this is nature’s way of buttressing or 
repairing that strain. It occurs primarily in men, 
which may be due to the fact that men do heavier 
work. It causes one of our industrial problems—the 
strained back of the industrial laborer who has a un- 
recognized arthritis. He does something beyond his 
strength, which produces a backache. Then he has 
his back X-rayed, the arthritis is found, and is said 
to be due to the work: whereas the arthritis was there 
long before this trauma. Of course, that means an in- 
dustrial insurance problem. Such men sometimes have 
to be taken care of for the rest of their lives. 

Naturally everyone is interested in what causes 
arthritis. We have heard a good deal about chronic 
infections in tonsils, teeth and the gastrointestinal tract. 


You will find different points of view among physi. 
cians. Some people feel that one type of bacteria, the 
streptococcus, is the primary cause of arthritis; and 
yet in different lands it is believed that different bae- 
teria are the cause of similar conditions. Others be 
lieve that atrophic arthritis is a physiological disease. 

As we analyze cases of arthritis, it is not easy to 
feel that one thing is the primary cause of any one 
particular arthritis. In many cases, where a source 
of infection was removed, the patients were no bet- 
ter. One sees people who have had teeth out, tonsils 
out, every point of infection removed, and the arthritis 
still goes on unchecked. Again you will find some 
spectacular case where an infection was removed and 
the patient was well in two or three weeks and had no 
further trouble. 

Undoubtedly there are some cases which are due 
to bacteria, but I believe the majority are not. It is 
the atrophic type about which I am going to talk 
chiefly, because it is the most frequent, the most crip- 
pling and the most difficult to handle. It attacks peo- 
ple with a certain type of anatomical structure: the 
people of the slender-boned, acrobatic, visceroptotic 
type, as opposed to the heavy, non-acrobatic type. 
These slender people gain weight with difficulty: they 
have the long, fishhook type of stomach which we see 
in the X-ray, as opposed to the pouch stomach of the 
heavier type. They have different potentials of 
strength, put in terms of actual physical endurance, 
They are quick, and highstrung. They work furiously 
for a short time, and then usually rest—at least that is 
true in the animal kingdom, but with human beings 
it is not true. The human animal has lost the sense 
of the need,for rest which the animal has. The he 
man animal, because of his inordinate ambition, keeps 
on going in spite of his fatigue. He keeps at things 
until he drops. 

Such people develop this type of atrophic arthritis. 
Oftentimes there is the heredity element. The father 
or the mother had arthritis. The child did not inherit 
the arthritis, but he did inherit the same type of 
physique, and under the same conditions, with the same 
forces pressing on him, he is going to succumb t 
the same thing. His machine is bound to break under 
similar conditions. This heredity may be strong i 
one and not in another. Imagine two sisters in the 
same family with the same physical make-up. One 
lives a life suited to her anatomy, possibly lives in the 
country, has no great burdens, no strain of meetings, 
of concerts; and she does not develop any trouble. 
The other sister, living beyond her strength im 4 
busier life, breaks under the strain. 

The break, we believe, comes in many different ways 
in chronic patients, and there may be many causes 
We found in the war that certain types of men broke 
under chill, exposure to cold, exhaustion and strain— 
manifested in some by joint symptoms, in others by 
nervousness. They broke because they could not meet 
the conditions under which they were living. It may 
be a chance infection which is the final cause; it may 
be an influenza, a nervous shock, chill, or overwork 
—such as is found in nurses, for instance, who have 
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nursed too long on a hard case. I have seen this hap- 
pen again and again in the hospital. I have had a 
number of my nurses come down with arthritis while 
they were in the hospital on duty. Our routine now 
is to put such nurses to bed for two or three weeks 
until the arthritis quiets down, for we find this treat- 
ment brings results. If they have a focus of infection, 
we remove it; if they have difficulty with the gastro- 
intestinal tract, we straighten that out, if they have 
poor posture, we correct it. We try to make them as 
fit in every way as we can. Then we send them away 
on a vacation, long enough for them to pick up, giv- 
ing a written regime to be followed. We have had only 
one nurse in the last five years who had a recurrence. 
We never remove a focus of infection until we have the 
patient under control. 


PosTURE 


We find another thing which is characteristic of ar- 
thritis, and is characteristic, I think, also of people 
who have the weakened potentials of the chronic pa- 
tient: that is, they invariably use their bodies in such 
a way that they are not getting the most out of them. 
They droop shockingly; their posture is terrible. Be- 
cause of this they lack resistance, tone and health; 
and the effect on circulation is striking. One of the 
first symptoms we find in arthritics is bad circulation. 
The fingers will become white and numb and cold. 
Any nervous strain, fatigue, excitement, or anger will 
precede these vasomotor changes. If you ask an 
arthritic patient if he has cold hands and feet he will 
answer “yes.” He had forgotten all about it. He 
may not mention it in his history, but if you question 
him, you will find that he has had poor circulation for 
years and thought nothing of it. 


This brings us back again to the body circulation. 
How are you going to overcome these functional dis- 
turbances? The circulation is only one of them. Why 
is the blood pressure invariably low? Why such a 
small pulse pressure? Why the subnormal tempera- 
ture in the morning—97°, 96°, perhaps never rising to 
normal? Of course, such patients are tired in the 
morning. Their metabolism is a little below nor- 
mal; they are just a little below normal all around. 

We have never found that just dieting, or just rest, 
or just the removal of a focus of infection affected 
these conditions. It lifted the load, and the physical 
health was able to come up with the lifting of that 
load. What we have tried to do with these arthritics 
is to lift all the loads—it may be a social load at home, 
a diet load, a nervous load, or a postural handicap. 
If they come up, well and good; but many of them 
do not come up, and in order to bring them up, we 
work towards training them to use themselves cor- 
rectly and so increase their vitality. You cannot train 
an athlete without time, and training system. We 
try to apply the same principles of correct living to 
the arthritic’s body. 


_We find them drooping and straining all their joints. 
You all know that most of the circulation below the 
waist depends upon the action of the whole diaphragm, 
which, acting as a pump, sucks the blood up to the 
heart from the abdomen. The veins have valves so 
that the blood cannot go back, and as the diaphragm 
goes down it forces the venous blood up to the heart. 
If one droops, the diaphragm is lowered, and cannot 
act normally. This interferes with the whole circula- 
tion below the waist, and general congest:on follows. 

Therefore, we try to put the patient into the best 
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possible posture so the diaphragm can do its full work. 
It is surprising to see what sudden changes occur in 
joints when this is accomplished. When a person is 
first laid out flat and the diaphragm is allowed to 
come up so there is no pull on it, in two or three days 
the puffiness and congestion around the joint go down. 
The swelling is simply circulation congestion. Swell- 
ing that goes down one day and comes up the next is 
not infection; because actual inflammation stays. 
These circulatory phenomena are transient—they come 
and go. 


We put the patient in the best possible posture— 
chest up, chin in, with a full chance to get the dia- 
phragm to work all the time. We try to decrease the 
amount of abdominal congestion so that this big reser- 
voir of circulation is not interfered with. We correct 
the posture with exercises, rest, and positions—a 
routine of training just as you would with any athlete 
whom you were trying to train to do his best. You 
are training the patient to get into the best possible 
physical condition. Then, having adjusted the rest 
and reduced the exhaustion, we work on diet, drug 
therapy, hot fomentations, sweat baths, but always 
working towards the ideal of getting that patient up on 
a level of health far above his arthritis. If he has a 
focus of infection, he may be able to get above the 
level where that focus has any effect upon him. We 
are all probably more or less infected, since we live 
in big cities, and yet we are not all sick because of that 
infection. We throw it off. 


I believe that when we begin to treat arthritis as 
we do tuberculosis we will get better results. All 
we do with tuberculosis is to build patients up with 
good food, fresh air, and rest, to the point where they 
overcome their disease; and the arthritic has to do the 
same thing. Marshal his forces until he gets way 
above his danger level. If you let him go home too 
soon, he takes on the load and cannot stand it. Time 
is essential. 


In the treatment of arthritis, there are many little 
measures which we have to use to get a patient well. 
For instance, a joint must have motion to be healthy; 
a muscle must have contraction. We have to find ways 
of making a muscle work, or of making a joint move, 
of seeing that the patient does not just sit and wait for 
the end. He must work towards a goal, and we must 
give him his goal. That is half the battle. You must 
help patients, and keep pushing all the time, until they 
are ready to push themselves, until they feel like work- 
ing, until they see progress enough to work for the 
goal. I think this is where nurses can help tremend- 
ously.. We have always had a fear of arthritis. It 
has been a dread disease. It is a strange thing, like 
the “bogeyman” they used to tell you about when 
you were a child, when it got you, you were gone. | 
do not believe this for one minute. I believe that 
arthritis is perfectly controllable, and if we work hard 
enough we will find that it is an actual fact. Arthritics 
can get well. 


I wish I could tell you about some of the patients 
who are well in spite of terrific odds. There is one 
girl of 21. I wish she were a daughter of mine. She 
has been in the hospital eight years. She has kept 
cheerful and happy, and she keeps everyone else in 
the hospital happy. She came in a completely crip- 
pled condition. She could not move. As a result of 
obstetrical paralysis she could not use her right arm. 
Arthritis had crippled the other joints. She had 
atrophic arthritis. Her feet were stiff. One hand was 
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all she could use. She was very frail; she couldn’t lie 
down flat, her back was so bent forward, and when I 
first laid her down flat she almost fainted. She could 
not breathe. She had never been in that position 
before. After a year of careful work to arrest the 
disease through building up, we manipulated her wrists. 
Then we manipulated both knees and got them out 
almost straight. He hips were pretty stiff but did 
have some motion. Little by little she improved 
through training. She controls every muscle so that 
she can move it without moving the rest of her body. 
She has pulled the patellae loose herself, and she is 
developing a very good joint. In the meantime, she 
fell down one day and broke her nose and her good 
elbow. We had to wait for these to heal up. She 
could not eat with that hand any longer, for the elbow 
was broken through the joint. We waited six months, 
and did an arthroplasty. She now has a perfectly good 
arm,—better in fact than the original one. 

We did an arthroplasty on her right knee last year, 
and have had her walking ever since. We have never 


found any focus of infection. She has graduated fron 
high school, and is now taking art, working with th 
left hand. She now feeds herself, dresses, and walk, 
freely. 

Little by little you can stop the disease and regop. 
struct these patients, provided you have their coopers. 
tion. You have to keep their cooperation by alway; 
holding something out ahead. This girl is the mog 
optimistic person you ever saw. As soon as she founé 
one joint moving, she knew all of the rest were goj 
to move; and she is perfectly ready to work for he 
goal. 

I would have a nurse trained in the spirit of opti 
mism, looking for health rather than disease in they 
cases. I believe that arthritis is only a symptom 
only the smoke after the fire that has gone before 
and if you can get through the smoke to the fire 
you can help. There are possibly 5 per cent that can. 
not get well. They have gone too far; their joints ar 
destroyed ; they have no inherent ability to come back 
themselves, and of course you cannot do it for them. 
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A Visit to the Spalding 


The Spalding? What is it? A school for the 
physically handicapped? Yes, we all know there are 
such schools and that they are becoming more numer- 
ous throughout the country, but do we know what 
they are and what they are doing? 

About thirty years ago or little more, the move for 
public schools for the physically handicapped began 
almost simultaneously in London, New York and Chi- 
cago. Each sought the solution of the problem in a 
somewhat different way. London and England in gen- 
eral have followed the policy of building residential 
schools; New York has established special classes in 
the regular schools; and Chicago adopted a program 
of building special day schools. The Jesse Spalding 
is Chicago’s largest school for physically handicapped 
children, having an enrollment of over eight hundred 
children. It is accordingly the largest school of its 
kind in the world. 

Any child is eligible for enrollment “who by reason 
of disease, accident or congential deformity cannot at- 
tend the regular school with safety and profit during 
the period of his physical rehabilitation, simultaneous 
mental development and social adjustment.” 

The school, in a way, is the dream child of Jane A. 
Neil, former principal of the school and present dis- 
trict superintendent of special schools, who with an 
indefatigable will and perseverance has done so much 
to give Chicago its place in crippled children’s work. 
Hers was the mind who conceived the idea of the com- 
posite whole of infinite detail. 

As we approach the school, which is located on Chi- 
cago’s great West Side, we notice that it is built some- 
what like a Y with a broad base, which gives every 
room outside light and the maximum of sunshine ob- 
tainable. 


The children are brought in daily from their homes 
by a fleet of twenty motor busses, each manned by 
a driver and an attendant, who takes care of the chil- 
dren enroute. The busses unload at the rear of the 
building where the loading platform is big enough 
to accommodate eight busses at a time. From the 
platform the children enter a large hall, plenty big 
enough for the incoming or outgoing of necessary 
wheelchairs, attendants and about 240 children. 


Although there are corridors leading various places 
from here, most of the children pass directly from the 
entrance hall into the dining room where each child 
receives a glass of milk or cup of cocoa depending 
on the weather, and some a special feeding of cod 
liver oil besides the drink. 


From here the kindergarten and primary children 
g0 to their class rooms on the first floor; the element- 
ary, mentally retarded, prevocational and high school 
gtoups either use the elevators, ramps, or stairs to 
the second floor. In the schoolroom the different 
groups do regular school work, and are able to keep 
up their work to the standard of the regular schools. 


All of the spastic paralytics are taken out of the 
kindergarten, first and second grades. They are placed 
Ma division by themselves where each is given in- 
dividual work. ‘It is found that some days when the 
spastic child is not in a receptive mood it is best not 
0 push him. Tomorrow may be the day when twite 
© amount of work can be accomplished in half the 


time. Much patience is required for this work, but the 
results are well worth the effort. 

As many of the spastics also have a speech defect, 
the work for such correction is carried on in a room 
adjoining the special spastic division. 

Nearby is also to be seen the sight-saving room, a 
special division for the crippled child who is also 
afflicted with defective sight. The Braille System is 
taught if found necessary. We were told that a di- 
vision would soon be opened for those who have an 
aural handicap as well as a physical one. 

On the second floor the high school children are 
located in one wing of the building, in the foot of the 
Y, as it were; in another wing, one arm of the Y, are 
the elementary grades; and in the other arm, the pre- 
vocational group are located as well as those that are 
mentally retarded. The shops are convenient to all 
wings, being located in the upright of the Y, with the 
exception of the workshop of the subnormals. In 
close connection with their division, they have their 
own shop, where they do their own weaving, wood- 
working, sewing, cooking and basket-making. 

Another interesting group is the prevocational. It 
is composed of children over fourteen who are rather 
slow mentally, who find that the regular upper grade 
work is too difficult for them. The intelligence quo- 
tient of the group ranges from 60 to 87. Each pupil 
has an individual program made in accordance with 
his interests and abilities. A three years’ course is 
given with at least half of each day given to shopwork. 
The academic courses then are suited to the ability 
of the pupil, the emphasis being put upon reading and 
the social studies. 

The following shop courses are open to the girls: 
Sewing, from fine needlework to power machine work ; 
art, as related to sewing, such as color and dress de- 
signing ; cooking ; laundry work and personal hygiene; 
making of paper novelties, boxes, lampshades, favors, 
etc. 

The boys’ courses include printing, wood-working, 
sheet metal work, mechanical drawing, photography 
and brace repairing. 

These courses are given only as “try-out courses.” 
The aims are to cover any aptitude, to develop a sense 
of responsibility for time, tools, and materials, and 
lastly to develop hand skill. 


Based on the belief that practically every human 
being can do something well the purpose of the train- 
ing as given, is to discover that ability in each pupil 
and then develop it as far as school facilities permit. 

Through the Vocational Guidance Department of 
the Board of Education, effort is made to place each 
one who leaves the group, in a job suited to his ability 
or in training for some chosen trade, such as watch- 
making, welding, lithographing, dressmaking, etc. 

Shortly after nine o'clock in the morning we saw 
several children going back to the entrance hall, there 
to be directed to a bus, which would take each child 
to see his doctor either at some hospital clinic or at 
his private office. Attendants always accompany the 
children on these trips. They also bring back all 
orders the doctor may give concerning the care and 
treatment of the child. All visits for orthopedic orders 
are made by a physiotherapist, who receives the orders 
directly from the doctor. Most of the clinic work, 
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as it is called, whether really clinic or private, is 
done in the afternoon. 

[he treatment center of the school, which is quite 
centrally lecated, is a large spacious room with many 
treatment booths as well as the physiotherapy office, 
where all records are kept. In this center the treat- 
ment, prescribed by the doctor, is carried out by 
eight physiotherapists, and five nurses and may in- 
clude any of these: baking, massage, neuro-muscular 
training on table or in pool, local ultra-violet light 
treatments or surgical dressings. The nurses take 
care of the tubercular bone, osteomyelitis and cardiac 
cases, working in cooperation with the school but 
under the employ of their respective organizations, 
either the Municipal Tuberculosis Association or the 
Visiting Nurse Association. 

Besides the treatment center there is a gymnasium, 
where active gym work is done by those who can par- 
ticipate in games and the like. It is equipped with 
flying rings, stall bars, ladders and walking bars, all 
of which are also used for corrective purposes. 

In addition to the treatment pool in the treatment 
center there is a beautiful swimming pool, an L shaped 
pool. In the short right angle arm are sunken tables, 
where table treatments are given under water. Swim- 
ming is taught individually, using the stroke or modi- 
fied stroke which will make the child use as much 
as possible the weakened muscles that are to be de- 
veloped. 

Next to the swimming pool is a room which con- 
tains an Ultra-Violet Ray machine for general ap- 
plication, which was especially built for the school. 
It is in a sheet metal cabinet, 20 feet long, 8% feet 
wide and 9 feet high, containing six Uviare lamps. 
The lamps, three on a side, are so arranged as to dis- 
tribute the rays evenly with the aid of adjustable re- 
flectors. Another thing which aids in light distribu- 
tion is the fact that the interior of the cabinet is fin- 
ished with aluminum paint. There is a voltage con- 
trol for the intensity of the light as well as for the 
number of mercury arcs to be used. 

The patients, standing three feet apart, pass through 
on a moving platform or conveyor, the speed of which 
can be regulated by tachometer control, according to 
the dosage desired. The air of the cabinet is kept in 
motion by two electric exhaust fans. 

The children who had been under regular treatment 
looked like habitues of Miami Beach. 

While in the treatment center a few pertinent questions 
brought out these interesting facts. The tuberculosis 
bone and osteomyelitis cases number 18% of the total 
membership, poliomyelitis 33 1/3% and spastic pa- 
ralysis 14%. ‘These groups are the three largest, al- 
though there are listed 37 “varieties” under the mis- 
cellaneous. The amount of work accomplished in such 
an institution is more easily comprehended by seeing 
a few figures such as these: 


Average number per month from September to Jan- 
uary. 
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Besides the health measures discussed, the Board 
of Health supplies a dentist part time for the very 
neediest. 

Then, too, on the third floor, reached by elevator 
is a rest room for the children, containing one hun- 
dred Simmons beds and six hundred compartments, 
where each child keeps his own blanket. Those who have 
the longest rides in the morning take a rest before begin- 
ning work, all the T. B.’s have a period of rest during 
the day, as do the cardiacs, all little tots and all oth- 
ers whose physical condition warrants it. Some chil- 
dren require two rest periods or occasionally even more. 

At morning recess the children again go to the din- 
ing room for a second feeding of either milk or 
crackers. Occasionally orange juice is substituted. 
At noon a warm meal is served to all. 

After the noon lunch the children go to the third 
floor, dividing into three groups, each group going to 
one of three roof playgrounds. Here they are al- 
lowed a few minutes of free play. We saw children 
playing baseball, some tag, others marbles, and park 
benches are provided for those who prefer to sit and 
visit, and enjoy the fine spring breezes. 

The variety of shops and activities taught therein, 
in some cases as a therapeutic treatment, in others as 
a regular course aiming at further social adjustment, 
is most interesting, especially as the school is not an 
industrial or trade school. We found children busy at 
commercial work, typing, shorthand, at the compte 
meter and the mimeograph. Others were doing pot 
tery, arts and crafts work, basket weaving, loom wea¥- 
ing, cooking, sewing, laundry work and some even 
shampooing, marcelling and manicuring. Both boys 
and girls may learn the rudiments of photography, 
and the print shop and brace repair shop are open to 
the boys. Even the little tots of second and third 
grade have their own work shop on the first floor, 
where woodwork and toy making is taught by the 
regular room teacher. 

And now you may wonder, as we did, how many 
workers are needed to carry out a complicated pro- 
gram in such a school. We were told that there are 
fifty teachers, academic and special (including physio- 
therapists), five cooperating nurses, twenty bus driv- 
ers, and forty-six attendants whose duties are to as- 
sist in the kitchen, dining room, dentist’s room and 
to supervise halls and toilets, pool, elevators, ramps, 
roof playgrounds, rest room and busses. This num- 
ber makes a total of one hundred twenty-one people 
besides the principal of the school. 

But, after all, there is only one way to complete the 
picture—you visit this institution where one can seé 
eight hundred of the happiest youngsters that are to 
be found anywhere.—Contributor. 
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Massage and Psychotherapy 


By A. Wilson Gill, M.D., M.R.C.P., Visiting Physician, Staffordshire General Infirmary; and Senori 
im Honorary Assistant Physician, North Staffordshire Royal Infirmary 


A lecture delivered to the North Staffordshire Branch—Reprinted from The Journal of the Chartered Society of 
} Massage and Medical Gymnastics 


The title of my address was suggested by re-reading 
a paper by Dr. A. F. Hurst of Guy’s Hospital on “Hys- 
terical Contractures,”’ published in the war years from 
the Seale Hayne Neurological Hospital where I was a 
Medical Officer. An extract from the paper reads as 
follows : 

“A few masseurs and electrotherapeutists realise the 
importance of active effort; but I have frequently seen 
a patient reading a newspaper which he holds with one 
hand, whilst his other hand is being massaged or treated 
with electricity exactly as if it did not belong to him. 
[| have indeed very rarely seen a patient being encour- 
aged throughout his massage or electrical treatment to 
take an active part in the proceedings.” 


I intend to discuss the orthopaedic cases treated at 
this and other hospitals by massage and electricity and 
to reveal to you how still more wonderful successes can 
be obtained if your treatment is combined with psycho- 
therapy. Most of our cases had already been treated for 
prolonged periods by massage and other physical reme- 
dies before we cured them, and many of them were 
believed by competent observers to be incurable. 

These cases being labelled “hysterical,” the first criti- 
cism will probably be that results were therefore to be 
expected by psychotherapy and not by physical treat- 
ment. A definition of hysteria will be required which 
will indicate the scope of our cases. A second criticism 
will probably be that psychotherapy is a special branch 
of study which is the doctor’s province rather than that 
of the masseuse. 


In the first place, therefore, let me define an hysteri- 
cal symptom. An hysterical symptom is a symptom 
roduced by suggestion and curable by psychotherapy. 
hat is all—it’s quite simple, and really requires no 
further amplification. You will note that it does not 
state that the hysterical symptom is an imaginary one 
but one produced by suggestion. Dubois, you will re- 
member, laid emphasis on the fact that every one of us 
is susceptible to the effects of suggestion, and that the 
greater the stimulus the more likelihood there is of sug- 
gestion playing a part. In other words, each one of us 
is liable under certain circumstances to develop an hys- 
terical symptom. Let me enlarge upon this definition. 
lt is surely common knowledge that most of us who 
have frequent indigestion sooner or later begin to picture 
cancer of the stomach, and that attacks of palpitation 
conjure up the idea of grave heart disease. It is only 
too easy if you are not up to the mark to magnify your 
symptoms, and the fear of future consequences soon 
takes hold of you. 


A consultation with a sympathetic doctor, a complete 
clinical examination, assisted, if necessary, by an X-ray, 
a test meal, an electrocardiagram, etc., and a confident 
diagnosis, are sufficient in the majority of such cases to 
put our minds at ease and cause a complete disappear- 
ance of the symptom. Unfortunately, the converse is also 
true, that an incomplete examination, an expression of 
doubt or a failure to listen attentively and sympathetic- 
ally to the history leaves the patient where he was. His 


doubts and fears grow larger, his symptoms persist or 
grow more severe, and the bottle of medicine fails to 
give any relief. In this manner the symptom becomes 
hysterical by auto-suggestion. Much of the success of 
the quack doctor depends on his universal optimism, 
whilst the failure of the orthodox physician depends on 
his callousness to the situation. 


A case comes to my mind of a woman whom I saw 
in 1918. She consulted me in regard to extreme anae- 
mia and loss of weight. I asked what was her complaint, 
and she said “obstruction in the gullet.’ For this com- 
plaint she had been treated by thirty doctors in the pre- 
vious twelve years, her symptoms having been produced 
by double quinsies. Each doctor gave her the same 
advice—to keep up her strength by plenty of liquid food 
as no solid food would pass. I made it my first duty 
after taking this history, to pass a large stomach tube, 
which passed into the stomach without an obstruction 
and proved to her and to me that the previous diagnosis 
was wrong. In a few days, with active encouragement 
to eat solid food, a complete recovery resulted, and has 
remained to the present day. 


Another case is that of a lorry driver, aged 26, who 
sustained a superficial burn of the arm from petrol, fol- 
lowed by a complete paralysis of the arm, which failed 
to improve even after eighteen months of massage and 
electricity. Although it was obvious to any skilled ob- 
server that no damage to nerves or muscles had resulted, 
yet his idea “that petrol burned in and destroyed the ten- 
dons” had never been satisfactorily dispelled from his 
mind. 


Such cases exhibit the dire effects and years of un- 
happiness that can result from suggestion, yet neither of 
these cases can be called imaginary. In fact, they are 
very real. It must be obvious from these examples that 
nothing can act so strongly by suggestion as a real ill- 
ness; and it is a fact that the greater number of hys- 
terical symptoms occur after or in association with a true 
organic disease or injury, and that by far the greater 
number of such cases follow accidents, fractures, sprains, 
etc., the type of case, in fact, that you are particularly 
familiar with. This is seen daily by those of us who 
have work to do under the Workmen’s Compensation 
Act. 


For example, a man with a large family to keep breaks 
his leg, is admitted to the infirmary, is put in splints for 
some weeks, followed by some weeks in plaster, then 
comes up regularly as an out-patient for massage, passive 
movements, electricity, &c. During all this time his debts 
are increasing, his anxieties grow larger and he begins 
to wonder if he will lose his job, or if he will be fit for 
his job again. Anxiety delays his recovery, but he is 
afraid to ask the doctor for details in case he is snubbed 
or given a bad report. I find that very few of such cases 
know even whether the X-ray showed a fracture or not. 
When the splints are removed and union is good, he tries 
to move his joints, but he finds that any movement 
causes pain, or that when he gets on to his legs at first 
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his ankle swells up. Does he ever receive an adequate 
explanation of these symptoms? Is he ever told that 
stiffness is bound to be the result of fixation by splints, 
or that swelling of the legs must result after a fracture 
until the muscles have recovered their function and the 
circulation has improved? Is it not rather assumed that 
such explanations are best avoided for some reason and 
reference to the massage department for weeks of. treat- 
ment given instead? How much active encouragement 
is given to him to trust the leg once again, to attempt 
a free use of the muscles, and to overcome the residual 
stiffness? It was and is still our experience that most of 
the awkward gaits following fracture are hysterical, that 
is, are caused by suggestion, and are curable by psycho- 
therapy, the suggestion in the case described being a real 
organic lesion, viz. the broken leg. 

Has it ever struck you that for a case with a muscle in 
a state of spasm, and for a case with a muscle in a state 
of flaccidity, two opposite ‘physiological states, the phys- 
ical treatment is the same? Many and many a time have 
I seen both types referred for massage and electricity. If 
massage is expected to relax the spasm of the tight 
muscle, how can it tone up the flaccid condition of the 
other? Actually, of course, it is impossible (despite the 
explanations given by the massage department) and the 
good results which do occur with massage depend en- 
tirely upon the personality of the masseuse and the ele- 
ment of psychotherapy, although the latter is often un- 
consciously applied. 


In a recent case before the County Court judge where 
an oldish man, as the result of an accident, was confined 
to bed for some time, the heart muscle deteriorated and 
symptoms of heart failure arose. The doctor appearing 
on behalf of the man was asked by counsel: “Why did 
the heart deteriorate ?’’ and he answered, “Because of ly- 
ing in bed.” A little later the same counsel asked the 
same medical witness: “How would you treat this man 
if he was your private patient?’ The doctor answered: 
“I would put him to bed.” That answer lost the man 
his case, the judge recognizing at once that, if the rest 
in bed had caused the heart to fail, then rest in bed could 
not be the cure for the condition. That sums up my 
attitude towards massage administered at random for 
contractures and flaccid muscles. It cannot act both 
ways. 

Along with massage is usually combined passive move- 
ments. The only value of these is to prove to the 
masseuse the range of movement possible in the joints 
and, therefore, the degree of range which should be pos- 
sible by the patient’s voluntary effort. Yet many cases 
have I examined where the patient has had weary weeks 
of passive movement without any real encouragement to 
imitate the movement by his own efforts. Surely the 
moment a patient can voluntarily do a particular move- 
ment the necessity for passive movement ceases. 

It is often not recognized, or, if recognized, it is ap- 
parently forgotten by the masseuse, that a patient can get 
out of touch with his muscle. His brain and muscle 
become separated from long disuse, so that he forgets 
how to send a message from his brain to the injured 
part, the latter being for the time uninfluenced by the 
will, or, more frequently still, if he is asked to use the 
flexor muscles he tightens the extensors, and vice versa. 
This use of the opposing group of muscles is very com- 
mon and exhibits that the patient has lost control of 
functions. But surely no amount of massage will bring 
this back ? The control of movement rests with the higher 
brain centers and the treatment must be directed in that 
direction. Just as the chronic deaf man gets tired of 
making the effort to listen, and therefore increases the 
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degree of deafness, thereby adding an hysterical deaf. 
ness to his organic disease, so does the injured map 
equally tire of making efforts on his own behalf as soo 
as he is handed over to the massage department. Both 
types of case are curable by psychotherapy. 


And then comes the vexed question of adhesions jp 
the joint. These are a rarity except in cases where the 
accident has involved the joint itself. Many hundreds 
of cases have I seen where stiffness in the limbs was 
diagnosed as adhesions, and with very few of these has 
there been failure to cure with psychotherapy withoy 
massage or passive movement—in fact, where months of 
such treatment had proved futile. 


So-called adhesions depend on the shortening of 
muscles, and the breaking down heard under the ap. 
aesthetic is proved to be the forcible tearing of such 
muscles. The explanation of most of these cases is found 
in what Sherrington described as postural length and 
postural tone. Each individual muscle fibre has a cer- 
tain degree of tone when at rest, and the anatomical 
structure of the muscle, and therefore the normal pos- 
ture of the part, adapts itself to this tone. The fingers, 
for example, are normally slightly flexed and remain so 
even during sleep and under anaesthesia. This, in fact, 
is the normal posture for the hand. 


A B 
A C 
A- D 


Now we all know that a muscle with normal tonal 
length AB, has the power of contraction, i.e. increasing 
its tone AC, or relaxation, reducing its tone AD. With 
contraction the muscle shortens, with relaxation the 
muscle lengthens. All of you can prove for yourselves 
that with an effort of the will you can at once contract 
or relax your muscles. Please note carefully that the 
change is a voluntary one, depending on your own effort. 

Now, as the result of an injury, suppose that the 
patient finds that freedom from pain comes from the 
adoption of a certain posture, you can be certain that 
that is the posture he will adopt. None of us likes to 
suffer pain. The consequence of this new posture is the 
necessity to accommodate to a new postural length of the 
muscle. There is nothing hysterical in this—it is the 
natural thing to do, but it becomes hysterical if it con- 
tinues after the cause of pain is removed or healed. This 
is the case after most accidents. As the result of this 
new posture, the limb takes up a new attitude, and this 
attitude becomes the normal one for that particular pe 
tient. Because he is afraid of pain, he avoids doing any 
movements which will cause it; but in time the injury 
heals, the pains disappear, and he comes to the massage 
department for treatment. Here, as a rule, he sub 
mits to massage, passive movement and electrical stimt- 
lation, and too often the result is a failure. 

The following case will amplify these remarks. A 
man aged 26 had the third finger of his left hand ampt 
tated in 1912 for blood poisoning, the finger being t 
moved at the metacarpal-phalangeal joint. The hand was 
bandaged in the closed fist position and healing was by 
first intention. On the removal of the bandages the man 
had difficulty in opening the fingers because of pai 
pain being the result of the operation wound and the 
stiffness of the muscles. Instead of making a real effort 
to get a return to free movement, he adapts himself to 
the new tonal length of the muscles; and six years latef, 
when seen by us at the Seale Hayne Hospital, the 
clenched fist is still present, having in the meantime 
come his normal attitude ; and yet after one hour’s treat 
ment by psychotherapy complete recovery resulted. 
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The following diagram will explain the mechanism of 
these cases. (After Hurst.) 
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“Hysterical contracture following amputation of the 
middle finger.” 

The base line indicates the space of time, the vertical 
line the degree of incapacity. Assuming that an accident 
causes immediate incapacity amounting to 100 per cent, 
slow improvement usually occurs, and in the course of 
time, AC or AD recovery is complete. In the case men- 
tioned such recovery did occur, but unknown to the 
patient, and the incapacity was perpetuated even for six 
years. The commencement of treatment by psycho- 
therapy removed the hysterical element and the resulting 
incapacity was no more than could be experienced from 
the removal of one digit. 

During the war years, although most of our cases of 
contracture or flaccid paralysis followed gunshot wounds, 
we actually discovered similar cases from fracture, dis- 
locations, sprains, contusions, after minor operations 
(ganglion of the wrist, abscess of the leg), fractured 
tibiae, superficial burns, cellulitis, etc. 


TREATMENT 


Now as regards treatment of these conditions, I hope 
you will not think that I have no use for your special 
training. On the contrary, I think you do very good 
work, but I think it could be improved if you combined 
your physical manipulations with psychotherapy. There 
can be no doubt in my mind that every week I see com- 
ing from your department many cases which are ob- 
viously hysterical and, therefore, curable in a short time 
—unless the man is claiming compensation for his in- 
jury, in which case he is none too anxious to be cured 
until his lump sum has materialized. But these cases are 
so closely allied to malingering, and I myself have ex- 
perienced so many disappointments with them, that I do 


not blame you if you fail to get a rapid result. 

There are three necessary stages of treatment in- 
cluded under the word psychotherapy. These are ex- 
planation, persuasion and re-education, and each must be 
discussed in turn in order to make you appreciate the full 
value of each. 

Explanation—Most patients can understand simple 
explanations if given in natural language and free from 
all medical terms. It is no use talking to them of postural 
tone, flaccidity, etc. Your choice of language must be ac- 
cording to the mental calibre of your patient. 

If the explanation is the true one, your patient will im- 
mediately sense it, and will appreciate your kindness. 
For example, you tell him, in the case of a fractural 
leg, that so long as the limb was encased in splints or 
plaster the muscles were lying idle, and could neither be 
shortened or lengthened, and, of course, must have be- 
come weak—that active exercise is now required to bring 
them back to standard, and that massage will be given 
to assist the flow of blood and thus increase the nour- 

t to the muscle. You will tell him that at first the 


movements may not be easy, as he has really forgotten 
how to use the muscles, but that it is up to him to risk 
a little pain. Appeal to his intelligence at every stage, 
and if he asks questions, answer them correctly. This 
is always easy if your explanation is right in the first 
instance, but if you have bluffed him he will soon find 
you out, and you will lose touch with him. Each case 
must be treated individually, the correct explanation vary- 
ing somewhat in different conditions. This will suggest 
itself to you at once. The man with the petrol burn of 
the arm will require a different explanation to the man 
with a fracture. 

Persuasion.—This is probably the most difficult stage, 
and the success of it will often depend on the personality 
of the operator. One man may succeed readily with a 
patient where another has failed to impress him. All 
cures in all diseases result from a satisfactory rapport 
between the operator and the subject. Complete con- 
fidence in each other is half the battle. Faith can work 
miracles. 


In using persuasion do not hurry and never lose your 
temper. If you do not succeed at once, do not be dis- 
heartened. Keep on trying. Your patient will soon 
sense if you are annoyed or if you are losing confidence 
in yourself. If you feel you are not succeeding in per- 
suading him, don’t blame the patient. The fault is yours. 
Try another method, another line of argument, relate 
stories of similar cases, etc. Prove to him that you are 
anxious to cure him. Appeal to his good nature and his 
common sense. Use every argument you can. Try 
medical views, religious views, point out the drawbacks 
of a long-drawn illness, and his duty to his wife and chil- 
dren. Go over the ground again and again. Never be 
disheartened, and if eventually you fail, transfer your 
patient to another colleague who can start afresh. If he 
succeeds don’t be jealous—it is you who have prepared 
the soil. 

I recall a case where five medical men failed to cure a 
persistent case of hysterical vomiting over a period of 
some weeks, but in one interview with the hospital padre, 
believing himself to be dying, the patient immediately 
and permanently ceased to vomit and made a complete 
recovery. 

Persuasion is an active treatment. It requires tact, 
time, interest and energy. You will feel tired after a 
long sitting, but you will feel a certain contentment with 
it, and nothing gives you such mental satisfaction as a 
cure by persuasion. The lack of time is the bugbear. 
We always found it better to stick to a patient until he 
was cured. To stop half-way adds to your difficulties 
but you must often do it. The trouble is the uncon- 
scious resistance of the patient. When a man has been 
paralysed for weeks or months, or has an awkward gait, 
or any other prolonged hysterical symptom, he simply 
cannot go home cured on one particular day and be dis- 
cussed by his neighbours. To them a dramatic cure would 
indicate that he had been shamming. 

Re-Education.—Having persuaded him to get control 
of his muscles, having taught him to relax the contrac- 
ture or tighten up the flaccid muscle, you must re-educate 
the patient. When a man has developed a new posture 
and that posture has become natural to him, he is just as 
unaware of it as you are yourselves of your own. Even 
after he is cured he tends to keep up certain attitudes or 
certain gaits because they come easily. Most of our lives 
are run on habit. Habits save time. That is why we 
dress ourselves each day in the same order; and yet if 
I ask you what stocking you put on first you probably 
cannot answer me. “It comes naturally,” you say. So, 
after a time, does an abnormal posture come naturally. 








The patient then having developed a new habit tends to 
continue it even when it is unnecessary; and here is 
where re-education comes in. He must be constantly re- 
minded of faulty postures, faulty gait, etc., until he has 
re-established the original habit. Once it is regained, he 
does not lose it again. With an intelligent patient and one 
really anxious to get well, this part of the treatment can 
safely be left to his own efforts, with an occasional re- 
minder or a little encouragement. 

\t this stage, one often sees the patient transferred 
to the electrical department for electrical stimulation. 
Chere is really no necessity for this for if a muscle re- 
acts to faradism it means that the connections between 
nerve and muscle are intact and, therefore, by an act of 
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will, he can just as readily and more effectively induce 
current of electric force from his own battery—jh, 
brain. 

I have perhaps said enough to stimulate you in you 
work. I am sure I have said little that you did not al- 
ready know; but perhaps you have not fully appreciate 
the great potency of psychotherapy in your work her 
and | hope I have interested you in this lecture. 
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Psychology and Massage 


By J. R. Rees, M.D. 


Reprinted from The Journal of the Chartered Society of Massage and Medical Gymnastics 


Some of you may be a little puzzled as to why I should 
have been asked to talk to a group of masseurs and 
masseuses on Psychology. I do not imagine that many of 
you really need to be told that some knowledge of psy- 
chology, the understanding of the mind, has an obvious 
bearing on your work, just at it is part of the job of 
every one who has any sort of contact with human be- 
ings. We are all of us psychologists of a kind, and the 
more we have to do with our fellows, the better under- 
standing we get of their minds and of the difficulties they 
have. Psychology, a much abused work out of which 
the newspapers have made great capital, has been de- 
veloped very considerably in these days, and has a really 
big contribution to make to many branches of work, not 
only to medicine and its allied sciences, but also to every 
branch of social work. I think, therefore, that there is 
no need for any further explanation as to why I have 
come to speak about psychology and massage. _ 

Psychotherapy means the treatment of the mind, and 
some of us spend the whole of our time treating various 
mental disorders, be they mild or severe. Necessarily all 
of us who are dealing with patients and must practise psy- 
chotherapy, and to some extent you are all engaged in 
this work, whether adequately or poorly I do not know. 
Your patients have, all of them, got attitudes of mind, 
and difficulties which either help or interfere with their 
recovery. When you are in contact with your patient, 
you are always producing some effect upon his mind, 
and though you may not realise it, your dress, your voice, 
your face, and your general manner of approach to him 
have a mental effect which is registered. 

It is true that the disorders with which you deal are 
mostly disorders of structure, but a good many of them 
are functional conditions, and alongside of all these ill- 
nesses there are psychological factors at work which 
must be reckoned with. You cannot get away from the 
fact that you will have to treat the patient’s mind as well 
as his body. 

Perhaps you will allow me to remind you of the,va- 
rious types of disorder that we meet. There are three 
main groups, the first of which, of course, is organic 
disease; the second is functional nervous disorder, and 
the third, moral disorder. Very likely you will not rec- 
ognize that you have ever participated in the treatment 
of a case of moral disorder, and yet, as I shall show you, 
you certainly have! If you consider the war, a soldier 
might have been wounded, that is an organic disorder, 
again, he might have had so-called shell-shock, which 
was a functional nervous disorder, the mental or emo- 
tional upset which often followed an actual concussion, 
but which had not necessarily any such physical shock 
to produce it. His shell-shock might have taken the 
form of an acute anxiety, or it might have produced any 
of a large number of physical symptoms. The same 
man might have emerged from his war experiences 
irritable and suspicious, and in that case he would have 
been suffering from a moral disorder. _ ' 

This group of disorders is a very wide one, covering 
all the character difficulties that we meet in ordinary life, 
and ranging from self-pity and irritation, to murder at 
the other end of the scale. It includes all the sexual dif- 
ficulties and perversions, the deliquencies, aggressions of 


character, cynicisms and so on. Few of us, in fact, would 
not recognize that some of our own characteristics were 
of the nature of moral disorder. Both the functional 
nervous disorders, and this group of moral disorders, 
have their origin in some sort of mental conflict, which 
is normally quite unconscious. 

You may be called in, for massage purposes, to folk 
who are obviously suffering from such conditions, either 
as a primary or a secondary part of their trouble. Ob- 
viously it is not your job to be a skilled psychological 
investigator, but some understanding and insight into the 
condition is going to help you in many ways. — Not only 
will you feel rather puzzled without some such knowi- 
edge, but you will make mistakes that need not be made, 
and with some tolerant insight you are likely to help, 
however little, in every case. 

We have often heard people described as les malades 
imaginaires. Now this needs challenging, because I do 
not believe that such a thing as an imaginary illness 
exists. Not only is it unjust to our patient that we should 
consider him to have such a malady, but also it will blind 
us in our treatment of him. Either these people are frank 
impostors, and should be treated as such, or else they 
have some kind of illness which perhaps has defeated or- 
dinary medical understanding up to that time. There are 
many people who are ill in whom there can be discovered 
no organic reasons for that illness. Very often the 
symptoms from which they suffer are produced entirely 
by emotional causes, sometimes the disorder is merely 
one of their imagination ; none the less it is an illness, as 
painful and distressing as if it had been caused by some 
definite pathological lesion. These conditions are mental 
illnesses which need treatment, and since you must cer- 
tainly come across them, it is particularly necessary that 
you should evaluate them carefully, and have a sufficient 
tolerance and belief in the honesty of these patients who 
complain of vague and indefinite symptoms. It is often 
no easy matter to discover the reason for the illness; 
even those people, whom we all know, who seem to “en- 
joy” ill health, are ill; for some reason or other their 
emotional processes have become so disturbed that they 
need to have the satisfaction of illness. It is no cure, 
nor indeed any help to such a patient to be told that his 
illness is imaginary and metaphorically to be thrown 
upon the rubbish heap. 

The conversion hysterias are the conditions that you 
probably meet most often which are primarily due to 
psychological causes. The functional paralyses of limbs, 
the aphonias, and other similar symptoms which find 
their way to the physiotherapist, are called conversion 
hysterias because certain worries, anxieties or conflicts 
which the patient has had, and which, because imper- 
fectly recognized, cannot be dealt with, have been con- 
verted, through the sympathetic nervous system, into 
physical symptoms. Through the possession of such 
physical symptoms the patient as a rule escapes from a 
difficulty, or has found, perhaps, a temporary solution 
of some problem. 

This is illustrated by what one saw very often in the 
shell-shock hospitals during the war. There were two 


main groups amongst the men; half of them were ob- 
viously worried, full of anxiety, self-pity, self-accusation 
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and doubts abdut their getting back to the front, while 
the other half had developed conversion hysteria symp- 
toms of some kind or other. Their anxieties had taded 
out. or had been turned round into nice, obvious, or- 
ganic-looking disorders, and this group of men were 
relatively happy and cheerful; it was they who ran the 
activities of the hospital. After all, they had no reason 
(since this conversion mechanism had been quite uncon- 
scious) to doubt themselves; they could say, and mean 
it, “of course, if only my leg were cured,” or “if I could 
see, I should go back to the front at once.” They were 
heroes to themselves and to their friends. 


With this group purely physical methods of treatment 
sometimes produced fairly good results. Persuasion and 
methods of that sort wrought apparent marvels, but un- 
fortunately few of them were permanent—something 
more radical was needed. In civilian life you meet very 
similar conditions. I remember a girl whom I saw at 
hospital when I was a student in 1911. She came up 
with a paralysis of her leg for which there was no or- 
ganic cause. All the deadly electrical machines that your 
department produced in those days were tried on her 
with no effect whatever. She was anaesthetised when, 
of course, the paralyzed leg was perfectly normal, and 
all the spasm removed. The condition actually persisted 
until after the war, when I heard of her again, and she 
fell into the hands of a psychotherapist. 


The cause of her illness was this. She was extremely 
unhappy at home: her mother, to whom she had been 
very attached, had died, and her father, who drank hard, 
had married again. Her step-mother hated the girl and 
gave her a very bad time. She was driven out to work in 
a factory, and the money that she earned was taken from 
her. She had an enormous resentment against life, and 
particularly against her father and step-mother. Then 
one day she fell downstairs in the factory where she 
worked, and sprained her ankle. She went home and 
found that she had a good deal of attention and sym- 
pathy. She even got praise for doing a certain amount 
of work in the face of her disability, and thus life be- 
came a very different thing for her. She had got all she 
needed by virtue of her injury, and, quite unconsciously, 
the disability was perpetuated with a view to maintaining 
the happier situation. 


This is quite a typical instance of the mechanism of a 
conversion hysteria symptom. The condition is quite dif- 
ferent to malingering since the whole affair is uncon- 
scious in its causation. There is very little hope for such 
patients unless they can be helped to see how their 
trouble originated, and what its purpose has been, though 
all too often they are demonstrated at hospitals, and be- 
come almost incurable through the degree of limelight 
and emphasis on their condition that is imparted in this 
way. 

A war case which illustrates the same point was that 
of a patient who was seen just after the war. He had 
been a regular non-commissioned officer, and in the re- 
treat from Mons was thrown from his horse, while being 
pursued by Uhlans, and was dragged with his foot in the 
stirrup. His hip was scratched quite badly, but the super- 
ficial wound cleared up in two or three weeks’ time; yet 
as it cleared up he developed a mysterious—and almost 
complete—paralysis of the injured leg. There was no 
organic cause for this, but it persisted right through the 
war, and in 1919 he was hobbling with two sticks. 

The mechanism here was that, as a regular soldier, he 
had had a pretty’Considerable conflict over the fear that 
he was experiencifig at the time of the retreat. He felt 
that he should not feel fear, but, of course, he did so 
very acutely. The fear had to be got rid of in some way, 
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in order that he might keep his self-esteem, which de. 
pended on his being able to say to himself that he was 
not afraid. All the emotion of fear was repressed, and, 
of course, re-emerged into his consciousness, where jt 
had to be expressed in some way, and was converted into 
this physical disability. As long as he had his bad 

it was obvious that he need not face the actual facts of 
his emotional experiences, because it was impossible for 
him to go back to the front. Paralysis was developed 
unconsciously as a defence against his return, and also 
as an expression of the fear attached to that particular 
episode. 

Under hypnosis, he re-lived through this particular 
experience and revived all the impressions and emotions 
concerned with it. Realizing what had happened, and 
that his standards with regard to the feeling of fear had 
really been false, he lost his symptom completely and 
was able to dispense with his sticks. This man had had 
a very great deal of massage and physical re-education, 
but they had only gone a certain way. The fundamental 
cause was psychological, and it was only when it was 
made plain to him, and it was possible for him to make 
some alteration in himself, that cure was brought about, 


In both these cases I have referred to the unconscious 
factor, which is the really important point in modem 
theories of psychological disorders. The unconscious js 
the name we give to all that part of the mind which is 
not conscious. We know comparatively little about it, 
but we do know that emotions or memories of any un- 
desirable kind which, in order to avoid conflict, we 
repress into the unconscious, and so forget, have a ten- 
dency to come back in some way, or to motivate our ac- 
tions, and to produce abnormal symptoms of a physical 
kind. Every one can recognize the existence of such 
unconscious memories ; the fact that you go to a theatre 
and see the dresses of 1900 may suddenly recall to your 
mind some person and episode that you have completely 
forgotten for nearly thirty years. That memory had 
been stored away in your mind, but it was quite u- 
conscious until it was revived through this train of asso 
ciated ideas. This is merely one of innumerable every- 
day instances that can be quoted to show the way i 
which unconscious factors come into life. 

In the causation of psychoneurotic states the mechan- 
ism is generally a conflict between an instinctive ten- 
dency, such as fear, and a moral or ethical standard, or 
some well developed “idea” of ourselves. In the wat, 
the man who got shell-shock had such an idea; he felt 
that since he was a soldier he should not feel fear, and 
he confused fear and cowardice, not recognizing that 
the former is invariably the universal reaction to danget. 
Feeling as he did about it he could not escape a conflict 
when he first experienced fear, and his attempt to solve 
his difficulty resulted very often in the repression of his 
fear. He forgot it, in other words, and very often de 
veloped a loss of memory, or amnesia, for a considerable 
period of time. The emotion of fear could not be kept 
down in that part of his mind for very long; it had to 
reappear, and sometimes came back like an ugly jack 
in-the-box, as a war dream, for when asleep his 
was off the lid of the box. Or it reappeared, dissociated 
from the actual memories of the experience, as a 
fear which could be attached to any or every 
episode of life. It was in this way that the typical 
shock picture of a frightened, sweating, tremulous 
stammerer was brought about. 

This same factor of repression is at work in a great 
number of cases. Anything, in fact, that we forget be 
cause we fear it is likely to produce some kind of t 
though perhaps quite mild trouble, in the future. 





i inn: an ob Oh 


nn ot oe ee 





THE 


this is a point to be borne in mind when you are dealing 
with people who have got all kinds of troubles on their 
mind, and your tendency may be to urge them mildly 
along the rather foolish road of “just” forgetting, in- 
stead of helping them to face their troubles intelligently. 


There are various methods of treatment for these 
hysterical conditions. During the war elaborately stage- 
managed methods of persuasion were used but, as I said 
before, these cases generally relapsed later on. You can 
do a great deal of good with your various methods of 
physiotherapy, and in some cases you will certainly pro- 
duce an apparent cure. A good many of these will, how- 
ever, either relapse or produce some quite different 
symptom. The trouble with methods like persuasion, or 
even suggestion (hypnotic suggestion is, of course, a 
very powerful weapon) is that none of these methods 
touches the cause or helps the patient to find a better 
solution to his problems. These methods fail to recog- 
nize that the patient has a reason for having his symp- 
tom. If, in addition to your own methods of physical 
treatment, you are prepared to let your patient talk, and 
will use your own common sense, it is quite likely that 
you may get him considerably nearer to seeing and ac- 
cepting his problems, and so, possibly, without being a 
professional psychotherapist, or pretending to any special 
technique, you may produce a much more permanent and 
satisfactory cure than you otherwise could. 


For cases such as these, where they are really difficult 
and deep-seated, the best, probably the only method, is 
some form of mental analysis. Very often it is dif- 
ficult to get this specialized kind of treatment for the 
patient, and one has got to do the next best thing that 
one can. 


Your patients will very often have great difficulty in 
understanding how their emotions and their thoughts can 
possibly bring about an abnormal condition of their body, 
and it is well that you yourselves should have a pretty 
clear idea of the way in which body and mind interact. 
A simple instance that one might take is the condition 
of engorgement of the capillary vessels of the skin of the 
face which is produced by a hot fomentation, but which 
can be equally well produced in a very much shorter time 
by the emotion of shame. The condition is identical, 
the method of causation totally different. The clearest 
example, however, is probably that of fear. The typical 
picture of a frightened man that we get in literature, and 
that we know in part for ourselves, is that of the person 
whose eyes start out of his head (dilation of pupils), 
whose tongue sticks to the roof of his mouth (because 
his salivary secretions are inhibited), who gets a sinking 
feeling in the pit of his stomach (because of the inter- 
ference with gastric secretion), who is strung up and has 
shaking knees or trembling hands (because of the over- 
tone of muscle). These are just a few of the everyday 
symptoms that one experiences, and one could add to the 
effects of fear all the intestinal upsets, with the very 
obvious diarrhoea which every one has experienced be- 
fore a viva voce examination, or the tiresome effect of 
fear on our renal function. An enormous proportion 
of the dyspepsias, and of conditions of colitis and con- 
stipation are caused primarily by emotion, and in a very 
large number of the cases you see there are probably 
physical effects of emotion, particularly the results of 
anxiety, which you need to understand, and can only 
alleviate as you do understand their psychological signif- 
icance, 


So many patients whom we meet, even those with or- 
ganic disorders, are tense and strung-up because they are 
frightened. Sometimes they are frightened of some- 
thing objective in their circumstances or their illness; 
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more often, however, there is no sword of Damocles in 
the picture and yet they are frightened. These fears 
are usually the result of some situation which is largely 
unconscious, and which cannot, therefore, be faced and 
dealt with. Perhaps it is a fear.of falling below some 
particular standard that has been set for them, or per- 
haps it is a fear akin to self-consciousness. There are, of 
course, an infinite number of variations. 


It is amazing to discover what a very high proportion 
of the so-called normal population suffers from neurotic 
symptoms of some sort. Dr. Millais Culpin, in a re- 
cent account of an investigation he has been carrying 
out, said he supposed that 75 per cent of the normal 
working population in factories and workshops showed, 
on investigation, some form of symptom which was 
obviously mentally abnormal. You can guess how much 
more you are likely to meet with symptoms of this kind 
in those who are already patients. Psychotherapy is 
not your special work—at any rate, not in any advanced 
form ; but I suggest that it is worth while for all of you 
to have as much understanding and insight as possible 
into these conditions, since you are bound to meet them. 

One of the everyday difficulties that you come across 
is in the attitude of your patients. A very large number 
of them tend to be regressive, that is, they are running 
away from life, and the difficulties with which they are 
faced. Any of you who have been ill will remember 
that, towards the end of your convalescence, it was often 
quite difficult for you to accept the fact that you were 
now better and could look after yourself. Much as you 
wanted, consciously, to be well and about again, there 
was a bit of you which certainly wanted the dependence 
and sympathy of illness. Often this regressive trend 
will keep your patients back, and they will go on attend- 
ing much longer than they should. It will show itself 
in self-pity and self-absorption, which can only impede 
their normal recovery. You can help them to an under- 
standing of this situation, and in many cases they will 
be able to throw it off. 


The work of the masseuse resembles that of the doc- 
tor in that it should include a consideration of the patient 
as a whole. He is a poor practitioner who is merely 
aware of the particular symptom or disability of which 
his patient complains, ignoring the larger questions of 
the patient himself and his attitude to life. As you work, 
your patients have got an opportunity to talk such as 
they may have never had before. Talking is often a 
very valuable therapeutic method, since by talking to 
some understanding listener, we very often get new light 
on our own problems and a sense of perspective and pro- 
portion which we could get in no other way. We “blow 
off steam,” in fact, and feel much better for it. Many 
of your patients have never been allowed to talk, their 
friends are intolerant and their doctors too busy. Your 
work will often make it quite possible, provided that you 
can see the point of it, to give them this outlet; and 
sometimes, by the use of very little common sense, you 
will help considerably with some of the difficulties that 
are laid bare. 


If you have sufficient interest in your work to read a 
certain amount of psychology, and to think rather more 
along such lines, you will find, not only that your work 
becomes more interesting, but that it is decidedly more 
rewarding. From time to time you will perhaps see 
some emotional difficulties which are really at the root of 
the whole illness from which your patient suffers. Often 
you will make less startling discoveries ; but usually you 
will help the patient in some way or other. It is not 
necessary to talk about psychology, but rather to have 
some small knowledge and to use it. 
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A very usual tendency of those who deal with patients 
suffering from nervous disorders has been to say “pull 
yourself together.” Just occasionally that advice may be 
valuable in acting as a spur to take an individual over 
some difficult fences. As a rule, however, it is com- 
pletely futile advice. The person to whom it is said has 
generally no sort of idea what to get hold of that he 
can pull on. Unless you can help him to get a some- 
what more common-sense and reasoned point of view 
of his difficulties of character, or circumstance, he cannot 
make any use of that piece of advice. Usually it savours 
of patronage, and that is, indeed, very often our main 
feeling in regard to those who suffer from neurosis. We 
forget that they are just as ill as any of our accident 
cases, though their treatment is usually much more dif- 
ficult. 

You must not think that I mean you to disturb any 
of your ordinary work, or upset the ordered routine of 
the out-patient department by turning on your patients’ 
garrulity ; but if you want to do it, I think you will find 
many opportunities when you can encourage talking, and 
so help people to think more clearly. There is one point 
which, above all, I should like to impress upon you, and 
that is, that whatever you are told in confidence by your 
patients, if you have any wish to help them, you must 
be unshockabie. You must never show by any gesture 
or word that you are pained and surprised, because if 
you do you imply a certain superior position from which 
you look down upon the other person, that makes you 
inaccessible, and your usefulness in that way is largely 
at an end. 

Your own psychological difficulties will always be an 
important factor in your work ; your personal psychology 
will affect your patients. You will find that if you are 
in a bad temper your work will not be so effective ; if you 
are optimistic your results that day will be better. Sug- 


gestions that you make are not only by word of mouth, © 


but by everything about yourself and your approach to 
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the patient. It is a by-word that the cheerful doctor, 
provided he knows his work, gets his patients better more 
quickly than the dismal fellow, and in every case the 
factor of suggestion comes in. 

Suggestion is one of the most powerful therapeutic 
methods we have, and you can, under hypnotic sugges. 
tion, remove pain, alter vasomotor conditions, and even 
perform a major operation. The mind has an enormous- 
ly powerful effect over the body; that is why sugges. 
tions that you make to patients through your mood and 
personality are so important. It is not your job to use 
therapeutic suggestion in any form such as hypnosis, but 
you can sometimes encourage the use of auto-suggestion; 
you can often put in encouraging suggestions of all 
kinds, and these take effect unless the patient is in a 
critical mood. With a child you can make suggestions 
just after it has gone to sleep, which will register and 
produce quite remarkable results on bad habits, tics, and 
troubles of that sort. 

Keeping in mind that power you possess of getting 
useful suggestions across to your patients, there should 
be no doubt that you will actually help them in their 
point of view, and, indirectly, in other ways, thus hasten- 
ing the clearing up of their physical illness. 

Finally, before we have those questions which I hope 
I have raised in your minds, | should like to remind you 
that in every one, including ourselves, there are emo- 
tional difficulties. In nearly all the people who come 
to you these difficulties are emphasized. In many of 
them the psychological condition is the larger part of the 
illness, and there will be other patients whose condition 
is entirely psycho-neurotic, and in no way physical. All 
these types of patient come to you, and if you have the 
power of seeing both the physical and the emotional side 
of your patient, and of seeing still further into the per- 
sonality that lies behind the symptoms, you will, I think, 
find your work more interesting and more effective, and 
your patients will have reason to be grateful to you. 
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Helpful Suggestions for Physical Therapy Technicians 


By John Severy Hibben, M.D. 





Members of the Southern California Chapter of the 
American Physical Therapy Society, I consider it an 
honor and a privilege to address you this evening, be- 
cause I am well acquainted with your organization with 
its national scope of thirteen chapters in as many states. 

Your bi-monthly journal, I heard commented on in 
Chicago recently, was said to be “one of the very few 
journals that publish a high standard of de-bunked physi- 
cal therapy material.” 

The high requirements for admission into your so- 
ciety should be an encouragement to physicians to hire 
only technicians who are members of your organization 
and why not? In the operating room and at the bed- 
side, physicians require nurses to be trained, have a 
degree and be registered, why not physical therapy 
technicians ? 

Your registration and approval of schools teaching 
physical therapy is a great stride ahead. 

The itinerate lecturer who is sponsored by some com- 
mercial firm selling physical therapy equipment, or the 
doctor who churns out physical therapy technicians in 
two or three weeks at so much per are, with few excep- 
tions, to be frowned upon. 


Before buying equipment which you do not know 
about, send a letter to the Council of Physical Therapy 
of the American Medical Association; they will send 
you the desired information. If we would buy only 
that equipment which bears the stamp of approval of 
the A. M. A., it would be a big boost to physical therapy, 
as the A. M. A. are constantly experimenting and in- 
vestigating and know the merits of the different kinds 
of physical therapy equipment. 

Usually the person who is down on a thing is not up 
on it and as Pope has said, “The physician does not 
want to be the first by whom the new is tried nor yet 
the last to lay the old aside.” 

So the physician needs education as to the value of 
physical therapy as an adjunct to treatment of medical 
and surgical conditions and you technicians hold no small 
part in this program to make him realize you are not just 
an “off and on” switch operator. 

The country is being flooded with poorly trained tech- 
mcians who are opening up independent offices and 
treating everything. Only the other day a man came 
into my office and said, “Hello, Doc,” and handed me 
his card, saying, “You see you and I are both doing 
the same kind of work.” Only two months before, he 
was an advertising man. He told me that he had electro- 
coagulated several pair of tonsils and that a regular 
physician had referred the patients to him, so it is your 
duty as trained scientific technicians to help doctors dis- 
tinguish the black sheep in your profession. 

Personally, I believe it is a dangerous practice in most 
cases to establish a physical therapy clinic in charge of 
a technician without medical supervision of patients 
treated. 

I will now give you some helpful hints from my own 
*xperiences and those of others which have come to my 
attention which I think might be of interest to you, re- 
membering, as all of us should, that a man doing physical 
therapy is usually judged, as in any other branch of 
scientific endeavor, by the conservatism of his statements. 

you see an article or subject upon which you wish 


more information, get any physician who is a member 
of the A. M. A., give him twenty-five cents and have him 
write to the Packet Library Service of the A. M. A. 
and they will send you the article or material which you 
are privileged to keep one week before returning. 


Dr. Elsom of Wisconsin says that the etiology of 
most diseases is civilization and we must consciously get 
back to those things that made our ancestors frisky. 
He says there is a basic fact that all functional diseases 
have their inception in disturbed circulation. Now this 
is where we, as physical therapists, begin our work. Re- 
member, we seldom have pain without directly or indi- 
rectly having the circulation interfered with in the form 
of congestion, either active or passive; at a glance our 
indications for treatment should be apparent. 

Pneumonia: Personally, I believe that all forms due 
to the pneumonia coccus are benefited by judiciously and 
timely applied diathermy. It is true the lobar types re- 
spond more satisfactorily to treatment than do the in- 
fluenzal or bronchial varieties. Diathermy assists by its 
known virtue of heat and its less well known virtue of 
an oscillation current causing molecular massage. Per- 
haps it assists the patient in manufacturing his own anti- 
toxin. 


That some types of pneumonia do not do well is not 
because they are bronchial or influenzal per se but be- 
cause we are dealing sometimes with a streptococcus 
type and instead of killing or alternating the organism 
we are incubating them because of their higher thermal 
death point. 


I usually use anterior posterior application of elec- 
trodes and try to cover more than the affected area. 
Sometimes I treat the unaffected lung. If left side is 
affected, I try to include the heart, 2 or 4 times daily, 
for 30 to 40 minutes. 


A good prognostic sign is a flat abdomen. The more 
distended the abdomen, the more toxemia we have and 
the less favorable the prognosis. 

Zinc lonization in Otitis Media: It is now generally 
conceded that zinc ionization in otitis media is one of 
the most valuable measures we have in this condition. 
I use Friel’s solution consisting of 5 grms. zinc sulphate, 
57 c. c. glycerine, and 1000 c. c. water. When ready to 
use, dilute with equal parts of water. The ear must be 
clean and opening in drum large. Use 1-3 ma for 10-15 
minutes every 6-6 days. 

Grentz Ray: There is a new lamp on the market 
producing the grentz ray. Grentz rays or infra-roentgen 
rays, called border line rays, which belong to that part, of 
spectrum 1-3 a. u. with preference around 2 a. u. The 
rays are slightly longer than rays from larger X-rays. 
The curve of penetration shows 1% a. u. penetrates 
glass. 

Advantages Claimed: You get almost complete ab- 
sorption at 2mm. You get 50 per cent absorption above 
4.10 m.m. and 4% m.m. at .8. They are used in most con- 
ditions where X-ray is of value. With X-ray, we are 
treating deeper into the tissues than we need to. Most 
skin diseases run 2 m.m. below surface. It is a ray with 
the same character of X-ray. It causes pigmentation at 
4m.m. Will start tan 4 months. Erythemia comes on 
rapidly after heavy dose in from 3% to 7 hours. If we 
carry dosage to a blister, it is a fine blister as compared 
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to U. V. It clears up without leaving a scar. X-ray 
kills tissue and leaves scar. U. V. leaves no scar. Ex- 
ceptionally heavy doses will not cause epilation. It is 
very effective in ring worm. There is no tendency of 
accumulative doses as in X-ray. 

In U. V. and X-ray there is a rise of temperature 
from local reaction which does not occur with grentz 
light. Gentz rays cause a rather marked leukocytosis. 
There is a drop for the first hours. 

We get good results where X-ray has failed. Notably, 
eczema, puritis, lichen planus, fair results in lupus vul- 
garus and ring worm. With epithelioma, it takes lesion 
out but does not leave a scar. Whooping cough and 
other coughs of undetermined origin in children are 
helped. 

There is a new set of electrodes of German design 
which will be put on the market soon. They are called 
fenestrated electrodes and their name is descriptive. 
The fenestrations are mathematically computed so as to 
reduce edge effects. 

A few random facts from here and there: 


Ultra Violet 

1. A high energy amperage U. V. lamp of 4-6 am- 
peres is a good lamp. This is operating amperage, after 
lamp is stabilized. 

2. The spectrum of water cooled and air cooled, are 
the same, differing only in intensity. 

3. Quartz absorbs anything shorter than 1800 a. u. 

4. All lamps should have a volt meter which reads 
across the burner. 

5. No one knows definitely the biological effect of 
U. V. 

6. We have no known dosage of U. V. 

7. No one knows which is the best voltage at which 
to run the lamp. 

8. The time taken to get an erythema is not im- 
portant. We really don’t know what it is all about. 

9. 2800 A. U. is the erythema curve at which we 
get best results (biotic). 

10. Short wave lengths are abiotic ; long wage lengths 
are Biotic. 

11. Short wave lengths are poor in _ penetrating 
power. 

12. Range of ultra-violet is 4000-1800 at 3022 U. V. 
begins for medical practice. 

13. Certain foods influence the intensity of radiation 
—carrots for example. 

14. Fused quartz rod emits nothing beyond 2550. 

15. Dr. Berny of General Electric found that quartz 
application lost 8 per cent energy per meter with a re- 
fractive index angle of 30 degrees. Most of the rays 
go through when the angle is not more than 30 degrees ; 
many of them are reflected. 

16. A good quartz applicator gives a white light; 
a poor one, a greenish light. 

17. With an air chamber using crystal quartz at the 
end, we get about 2250 A. U. 

18. Crystal quartz transmits down to 1850 A. U. 

19. The ratio of area radiation is emitted in propor- 
tion to size of applicators. Large one transmits more 
than small one. 

20. Intensity varies in proportion to the square of 
distance. 

21. Average output of air cooled quartz U. V. lamp 
is down to 2250. 

22. The spectogram gives no information as to in- 
tensity of lamp. What we want to know is wave length 
and intensity. 
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Carbon Arcs 


23. Many carbon arc lamps in this county operate op 
10-15 amperes ; give a line spectrum rich in infra-red and 
luminous rays but poor in U. V. with no appreciable 
wave lengths of U. V. of any intensity. 

No carbon arc lamp in America can equal the effec 
we can get with good U. V. lamp and 1500 watt fil 
ment lamp. 

24. In using aniline dyes such as mercurochrome 
and eosin as an intensifying agent when W. C. U. V, 
lamps are used, one should remember to use 1/10 to 
1 per cent solution as molecular concentrations produced 
by stronger solutions do not act as well. There is a big 
question as to their efficiency ; personally, I believe them 
to be of value and have had many favorable clinical re. 
ports to support my contention. 

25. Recently, following the work of Kurt Huld- 
schinsky, chief of children’s department of insurance dis- 
pensary of Berlin, I have used silver nitrate with U. V. 
light in treating eczema in children by producing a photo 
chemical effect by spraying or moistening affected area 
with silver nitrate before treatment with U. V. light. 

a. The nitrate because it is soluble. 

b. Silver nitrate acted on by light produces powerful 
oxidizing agent. 

c. The tissue chlorides unite with silver nitrate to 
liberate free silver and chlorine in the tissues which ex- 
ert a powerful bacterial effect. 

d. A coagulin is formed which is semi-permeable, 
separating damaged from undamaged tissue with a higher 
osmotic pressure inside than out, a phenomenon analo- 
gous to washing wounds with hypertonic solutions. 

e. The deposition of metallic silver in surface tissues 
prevents the penetration of U. V. rays to the deeper 
layers and precludes the possibility over irradiation. 

26. Preliminary raying with infra-red enhances the 
action of ultra-violet and is not deleterious. 

27. Frederick Morse says, “In 75 per cent of people, 
constipation directly or indirectly is the cause of their 
illness and the early recognition and treatment of condi- 
tions of colon is a means of correcting many general 
conditions. Clean the colon, change the kinks into curves, 
by repairing the plumbing in the basement first. Re 
current hemorrhoids have a diagnostic significance and 
mean illio stasis.” 

28. When applying diathermy to a cervix and it causes 
pain, you better think of a salpingitis. 

29. Any diathermy machine when set and meter 
needle fluctuates either means it is out of order or the 
machine is no good, or the spark gap is too far open. 

30. Waddington gives an ingenious way of applying 
diathermy to fingers and toes. The hand is placed on 
an electrode of block tin, in the other hand an electrode 
for indirect diathermy is used. The patient uses the 
fingers of his hand over the fingers of the other hand 
he wishes to treat. Besides being effective, it gives the 
patient something to do. 


31. In pelvic infections of streptococcus origin, di 
thermy is not advised, as you simply incubate the or 
ganisms due to their high thermal death point. 

32. In joint injuries, the time to stop physical therapy 
and use occupational therapy treatments is when we 
a joint and get an elastic resistance, and if we get 4 
woody resistance more treatment is indicated. 

33. With a high tension transformer, we deliver 0 
thousand volts, one of low tension delivers 4 to 6 thor 
sand volts. The real test of a high frequency 
is not the line voltage delivered but the load voltage after 
the resistance is put into the circuit. 


34. The real danger of burning the skin in the us 
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of high frequency is the overcrowding of the capacity 
of the electrodes. 

35. A tungsten filament lamp in a reflector is a more 
superior source of available radiant energy from the 
standpoint of infra-red radiation which will penetrate 
the skin than high resistor filaments in a reflector. Be- 
cause radiation on absorption may be transformed into 
heat and into chemical energy, only that energy which is 
absorbed can have effect (VonGrotthus); to produce 
absorption—we must have penetration. 

In a preliminary experiment performed for me by Dr. 
R. C. Burt, E.E., Ph.D., research fellow of California 
Institute of Technology, we used glass and water as 
filters. We found that less than 1/1000 units of infra- 
red from an infra-red generator (at 11 in.) would pene- 
trate 2mm. of water, while the deep therapy lamp at 40 
inches delivers .207 absolute units which will penetrate 
water. 

When irradiating with infra-red through the cheek 
and taking readings with thermocouple, we found that 
wave lengths of 800 to 14,000 units are those that pene- 
trate with the greatest efficiency with the maximum of 
penetration at about 11,500. Those longer than 14,000 





do not penetrate the body because they are absorbed by 
the water in the body: rays longer than 14,000 heat up 
the skin so as to prevent further irradiation and that 
water absorbs all rays longer than 14,000 A.A. 

36. He found that bacon fat transmitted 95 per cent 
of the infra-red radiation at 11,500 A.A. 

37. Mr. Hamilton of the Bush Electric has a very 
useful apparatus for measuring amperage through 
quartz burners of the U-V arc type. It consists of a 
volt meter and an ammeter hooked up in series so that 
it can be plugged into the circuit. 

The air cooled burner is rated at 300 watts, the water 
cooled burner at 225 watts. 

There is an ideal amperage through the burner for 
greatest efficiency which is 4% amps. The burner will 
still maintain its efficiency at 3.8 but below 314 amp. the 
lamp is liable to go out. 

Above 5 amps. efficiency does not change a great 
deal but this wattage through the burner is excessive 
and shortens the life of the burner. 

Again I want to thank you for this opportunity of 
addressing you this evening. 

Pasadena, California. 
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Officers and Executive Committee of the Americaz: Physiotherapy Association, 1929-39 


President 
Hazet E. Furscort........ Fitzhugh Building, San Francisco, Calif. 
Vice-Presidents : 
Beutan Raper....U. S. Marine Hospital 19, San Francisco, Calif. 
Sara E. KottMan Gillette State Hospital, St. Paul, Minn. 
Secretary 
Cuarvtotte H. BALLARD 
Saint Francis Hospital, Bush and Hyde Sts., San Francisco, 
California 


Treasurer 
Fiorence C. BuRRELL................... 230 Grand Ave., Oakland, Calif. 
Members-at-large 
Wrwerrep Toveas....9 Bellingham Rd., Newton Highlands, Mass. 


ee 1817 East 87th St., Cleveland, Ojj, 


Director Bureau of Appointments 
a TY. ee See 233 East 17th St., New York G 


Chairman, Committee on Education and Publicity 
Marcuerite I. Irvine................ 1011 Summit Ave., Seattle, Wad 


Chairman, Legislative Committee 
MATHEA BOoXETH........... ~aivenavtomanensuniasiaaa 
Physiotherapy Department Medical Center, New York Cy 
Advisory Committee 
Dr. Ray LyMAN WILBUR 
Dr. Howard MARKEL 


Dr. LANGLY Porm 





EDITORIALS 


The nominating committee presents two tickets to the 
association for the coming election of officers and mem- 
bers-at-large of the executive committee. 

We feel that we are fortunate in that we persuaded the 
present executive committee to accept nomination for a 
second term. But we also believe that we have a par- 
ticularly strong ticket representing the east, to present 
to you. And of course if neither of our choices pleases 
you, nominations can be presented from the floor on the 
first day of convention. 

The committee would like to take this opportunity to 
thank the various chapters and individual members of the 
association, who aided us by sending in suggestions. We 
could not use all of your suggestions, but without them 
our task would certainly have been more difficult than it 
was. 

The two tickets which we submit are as follows: 


President 
Hazel E. Furscott, San Francisco. 
Edith Monro, Boston. 


Vice Presidents 
Beulah Rader, San Francisco. 
Sara E. Kollman, St. Paul, Minn. 
Josephine Rathbone, Wellesley. 
Emily Griffin, Monclair, N. J. 
Treasurer 
Florence C. Burrell, Oakland, Calif. 
Mabel Holton, Ann Arbor, Mich. 
Members-at-large 
Winifred Tougas, Newton Highlands, Mass. 
Pauline Mansfield, Springfield Mass. 
Helen Kaiser, Cleveland, O. 
Hazel Furscott, San Francisco, Calif. 
MarRIEN SwEzy, 
HELEN KING, 
EmILty GRIFFIN, 
Nominating Committee. 


(Signed) 


Report of Special Committee on 
the Name of “The American 
Physiotherapy Association” 


At the annual convention of the American Physio- 
therapy Association held in June, 1929, at Portland, 
Ore., there was a motion made and carried to have the 
executive committee appoint a representative committee 
to make a report to the executive committee concerning 
the opinion on the subject of the name of the “American 
Physiotherapy Association ;” report to incorporate the 
opinion of the officers of the A. M. A., Council on 
Physical Therapy, Orthopedic Association, A. P. A. Ad- 
visory Board, State and County Medical Associations, 
and local chapters of the association. 


Pursuant to this vote your committee appointed by th 
executive committee reports as follows: 

Each chapter president was asked to get the opinion 
of the State and County Medical Society members a 
well as the opinion of the members of the “America 
Physiotherapy Association” in her chapter. 

Your committee sent out 199 letters. Of this number, 
63 letters were sent to the chapter presidents and mem 
bers at large, and 136 letters to the doctors. Many ip 
definite replies were received, but the committee has e- 
deavored to give accurate figures based on the definite 
answers received. The motion called for the opinion o 
six units, and in accordance therewith, we report sepe 
rately on each unit as follows: 

1. Officers of the A. M. A.—No report received. 

2. Council of Physical Therapy—to change the name 

3. Orthopedic Association—31 to. retain the present 
name, and 17 to change. 

4. American Physical Therapy Association Advisory 
Board—three to change the name. 

5. State and County Medical Associations—six to 
retain the present name, four to change. 

6. Local Chapters—ten out of thirteen to retain th 
present name and three no definite report. 

Of the five units outside our own chapters, four have 
reported, two in favor of retaining the present name and 
two advocating a change. 

Respectfully submitted, 
Mary McMrILian, Chairman, 
WINIFRED Tovucas, Secretary. 
Boston, March 4, 1930. 





For the past five or six years the question of th 
name of “The American Physiotherapy Association 
comes up periodically. 

At no time is there so representative a gathering 0! 
Physiotherapists as at the annual Association conventii 
and it can hardly be denied that members who come from 
far and near year after year to attend these convent 
are those most vitally interested in creating and mai 
taining the highest aims and standards of our association 

At the last convention a roll-call of delegates am 
members present was taken, and, as stated in the mit 
utes of that meeting, the great majority of our membes 
were unanimous in their first choice, that of retaimitt 
our present name. One member expressed a desire 1 
change, one was willing to change, and a third was wil 
ing to abide by the decision of the committee. You¥ 
see, therefore, that there is an overwhelming majomly 
among our own members on the side of no change. _ 

The report of the recent investigation of the speci 
committee appointed by the executive committee as 
at the last convention gives us the following results: 

There were thirteen letters mailed, one to each of 
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chapter presidents. Of these, ten chapters voted to re- 
tain the present name, three were unanswered at the 
time that the votes were returned for publication in the 
April PHYSIOTHERAPY Review. Two were heard from 
later, one expressed a desire to retain, a second would 
like to add the word technician. So that summing up, 
only one chapter wished to change, eleven wanted to re- 
tain the present name, one gave no decision. 

It is true that the Council of Physical Therapy advised 
a change, to add the word technician, as did-the advisory 
committee. The latter stated that they had taken the 
advice of the Council of Physical Therapy. 

The majority of our honorary members were in favor 
of retaining the present name, and the majority of our 
associate members were in favor of retaining the pres- 
ent name. 

The officers and thirty-one members of the American 
Orthopedic Association were in favor of retaining the 
present name, seventeen suggested a change. 

State medical societies report as follows: 
four against. 

To sum up the votes in general in order of names sug- 
gested by the executive committee : 

1. American Physiotherapy Association, 54. 

2. American Physiotherapy Association of Tech- 
nicians, 3. 

3. American 
nicians, 16. 

4. American Association of Physiotherapy Aides, 9. 


Seven for, 


Association of Physiotherapy Tech- 


Other names suggested: 

1. American Association of Physiotherapists. 

2. American Physiotherapeutical Association. 

3. American Physiotherapy Aides. 

4. American Association of Physical Therapy Tech- 
nicians. 

5. American Association of Registered Physiother- 
apists. 

6. American Association of Operative Physical Ther- 
apists, 

7. American Association of Physical Therapy Aides. 

8. American Association of Physio Technicians. 

9. American Physical Health Worker. 

10. American Physical Hygienist. 

_ The name of the association that represents our pro- 
lession means a great deal to us and rightly so, not only 
lor the present, but also for the future. 

We must build as we think best, and surely no one is 
more competent to make this decision than our own mem- 
bers, those who are and have been actively interested in 
establishing a sound professional standing for our na- 
tional association. 

The association should function primarily for the high- 
est, both for its present and future members. No good 
tase was ever won with a half-and-half spirit. If a 
thing seems right, one has to go out and fight for it; at 
least it has been so in every other cause, so why not in 
ours ¢ 

Undoubtedly registration in every state rather than 
legislation is the desired objective. In the words of 
A. W. in the January-February, 1930, PHysiorTHERAPY 

EVIEW, “when registration is an accomplished fact, we 
will automatically have a name, Registered Physiother- 
apists (R. P. T.), to distinguish us from the medical 
physiotherapist.” 

One of our doctor friends in answering an inquiry re- 
garding a prospective change of name writes: “I like the 
tame American Physiotherapy Association because you 
call Peter ‘Peter’ because it is his name.” 

ery excellent advice from our medical friends would 
seem to be—stop talking so much about it and keep the 
tame you have and have had for the past ten years. 
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Annual Report of the Legislative Com- 
mittee, Chicago Chapter, American 
Physiotherapy Association 


Madam President and Members: 

The legislative committee has been functioning since 
its inception last November. Miss Bremond kindly of- 
fered the association the services of Mr. Arnd as legal 
counsel, and he has most generously conferred with and 
advised us. 

It was suggested that our chapter incorporate as a 
step toward legislation. Upon investigation of the 
charters of other chapters and the purposes of our or- 
ganization, incorporation was deemed unnecessary since 
we plan neither real estate holdings, investments or in- 
debtedness. 

After investigating the present medical laws of Illinois, 
any attempt at legislation appeared inadvisable. It is un- 
lawful for anyone to treat human ailments without drugs 
or surgery, etc., without the proper license, that of M.D. 
That would almost seem to include our profession. There- 
fore to focus attention upon us would likely bring unde- 
sirable inquiry, and probably make our situation more 
difficult. Our professional activities, whether they be 
for advancement or protection, must have the support of 
the medical profession to be successful. 

Therefore our recommendation is: That we keep our 
standards so high and our work so excellent that the 
medical profession will come to realize the necessity of 
properly trained physiotherapists, as membership in our 
association will imply. 

Respectfully submitted by the Legislative Committee, 

RosE RUDOLPH, 
Marion BREMOND, 
InRMA WALKER, Chairman. 


Only Two Months to Convention 
Time!!! 


Spring is upon us and makes us more readily realize 
that June is not far off and bringing with it the A. M. A. 
and A. P. A. conventions. 

The definite dates are June 23-26 inclusive. A definite 
program has not been settled yet. However, the name 
of Dr. Vernon Hart, Ann Arbor, Mich., has been added 
to the list of speakers for the program. 

In case you are planning to take your vacation at this 
time or have opportunity for any short trips, the accom- 
panying article may give you a few suggestions. It was 
made out and sent to us through the kindness of the 
Detroit A. A. A. 

A list of reminders for you: 

Remember : 

1. That the convention dates are June 23-26. 

2. That the headquarters are Fort Shelby Hotel, De- 
troit. 

3. To make your hotel reservations early. 

4. To tell all Physiotherapists or those interested in 
Physiotherapy about the convention. 

5. To plan on the trip to Ann Arbor. 

6. That the Detroit Chapter is hoping for a big turn- 
out and wants every one there to help make this the big- 
gest and best convention yet. 

If any of the members coming to the convention in 
June are planning to take a vacation at the same time, 
may we suggest that there are many beautiful drives in 
Michigan? The following may give some suggestions 
for drives through the state. 

There are lake trips of all types on boats that are 
among the finest that sail the inland seas. Within an 
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hour’s drive are approximately 500 inland lakes that 
offer quiet, cool, clean and comfortable recreation to 
visitors who wish to avail themselves of big city con- 
veniences and summer resort facilities. 

Famous Drive 

Michigan’s famous “around the thumb” drive from 
Detroit to Sebewaing is particularly attractive, since such 
a great variety of points of interest lie within its bounds. 
For more than 160 miles motor tourists skirt the shore 
line viewing the broad expanse of Lake Huron, Lake 
St. Clair and the Detroit and the St. Clair rivers with 
their sand beaches and opportunities for recreation. 

Mt. Clemens is the first point of importance on the 
Thumb Drive. It is noted for its famous mineral baths 
which bring visitors from all over the nation, and in ad- 
dition, it offers transient tourists a great variety of in- 
teresting features. One of the most important is Self- 
ridge Field, the headquarters for an Army Aviation 
Division. 

From Mt. Clemens to Port Huron are shore line cities 
that offer attractions of every kind. Hotels, tourists 
camps and accommodations are available to the traveler 
and there is no lack of sport facilities. 

Approaching Port Huron, the full beauty of the St. 
Clair River strikes nature lovers, for it reaches a mile 
across to the Canadian shore. Adjacent to that city, is 
a free camp site located on the wooded banks of the river 
where there is ample room to camp in a wooded section, 
having the convenience of city living. Port Huron, 
proper, can residentially be compared with any city of 
its size in the state, and its hotels offer comfort and 
service of the highest type. 

During the last seven years, with the continual con- 
struction of good roads, the section north of Port Huron 
has become more and more accessible to the automobile 
driver as are the tier of cities from Lakeport to Port 
Austin and many of the cities farther south. 

Virgin forests, with their unspoiled beauty, vast ex- 
panses of restless waters; high bluffs overlooking broad, 
smooth beaches, intriguing trails through the sparsely 
settled sections, gigantic rock formations piled high on 
the shores of Port Huron; thriving agricultural com- 
munities and mile after mile of ribbon-like hard-surfaced 
roads. All of these are waiting for the “Algonquin 
Land” visitors. 

So it is all through “Algonquin Land,” beauty, sport 
facilities, excellent hotel accommodations and climatic 
conditions all combine to make this one of the richest 
summer resort sections of the nation. 


Program 

Monpay, JUNE 23. 
Registration Tea. 
“Teaching of Physical Therapy,” Dr. Willis 
S. Peck. 
“Electro-physics,” Dr. K. W. Stenstrom, 

Tuespay, JUNE 24. 
Clinic, Henry Ford Hospital. 
“Poliomyelitis and Its After Care by Means 
of Exercise in Water,” Dr. Leroy Hubbard. 
“Fractures,” Dr. F. C. Kidner. 
“Exercises for Scoliosis,” Dr. Custis Lee Hall. 
“Spastic Paralysis,” Dr. Charles Peabody. 
“Report of Research Work in Themother- 
aphy,” Dr. John S. Coulter. 

WEDNESDAY, JUNE 25. 


Clinic, at Ann Arbor, University Hospital. 
“Bone and Joint Tuberculosis,” Dr. Vernon 
L. Hart. 


r. 
Evening 


P. M. 


Evening 


P. M. 
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“After Care of Poliomyelitis,” 
Plastridge. 
Evening free. 

THurRspDAY, JUNE 26 
“Hydrotherapy at St. Elizabeth’s Hospital,” 
Dr. W. M. Kenna. 

Subject not announced, Dr. Norman E. Titus, 
“Potts’ Disease,” Dr. John T. Hodgen. 
Evening. Banquet. 

All meetings will be held at Fort Shelby Hotel ex. 
cept the clinic at Ann Arbor and the clinic at Ford 
Hospital. 


Miss Alice 





“To further the interests of physical therapy”—what 
an excellent goal; what an avenue of possibilities open- 
ing before one! Physical therapy—not a _ red-headed 
step-child tolerated by medicine and surgery but the able 
and loyal co-worker with each! To serve it has been 
pioneering work: The patient and persistent demon- 
stration not only that diagnosis and prescription of phys- 
ical agents are the physician’s province and as such are 
sacred in the hands of members of the A. P. A,, but 
that the skilled and intelligent application of these agents 
is necessary to the larger end. 

One is tremendously impressed by the fineness, the 
calibre and the poise of the women who have traveled 
from the north, east, south and west to the yearly con- 
ventions. There is continued searching for perfection in 
their vocation—a following of the Gleam. Before many 
weeks have passed the ninth annual convention of the 
A. P. A. will have gone into history. Legislation and 
education will have been discussed from every possible 
angle, volumes of notes will have been taken on lectures, 
and demonstrations and practical methods of “house 
keeping” in national organization and chapter will have 
been instituted. Back on the job again the mental stim 
ulus persists and definite proddings of mental growth 
urge forward—*Discontent—your first step to Greater 
Success” as the headlines of an extension university term 
it. 

“Extension university’ —research—travel cou7ses— 
opportunities for study are always possible and always 
available. The will is half the conquest, the wherewith- 
al the other. 

“To further the interests of physical therapy” let us 
start a FUND; let us make it available to the earnest 
worker ; let us appoint a committee for its administra 
tion ; let us think seriously, talk moderately and act wise 
ly ; let us do our bit even if it be but two cents a day. As 
the association has been purposeful in forming and mait- 
taining standards let its members continue to offer the 
best and so keep its highest aim alive and vital. 


From the Committee on Education 


and Publicity 
February 3, 1930. 
Miss Marguerite I. Irvine, 
American Physiotherapy Association, 
1011 Summit Ave. 
Seattle, Wash. . 
Re: Course of Training for Technicians in Physicd 
Therapy. 

Dear Miss Irvine: 

Miss Holton has told me that you will be glad to have 
some material for an article on the new course for 
training of Physical Therapy technicians at the Univer 
sity of Michigan. ' 

I believe that many of us who are interested in this 
work, particularly those attached to large institutions, 
realize the need of people with thorough training im 
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work. There is also a demand for thoroughly trained 
technicians in smaller hospitals where they will have to 
assume considerable responsibility, as they are often with- 
out sufficient medical supervision. Of course in time 
we hope that the medical profession will take a more ac- 
tive part in the supervision of such treatment. 

Enclosed you will find a copy of an announcement 
which is being sent to a number of institutions and others 
who might be interested in the training of technicians in 
Physical Therapy. 

One point which we have not stressed is the fact that 
the University of Michigan, as a teaching institution, 
provides fully as much material as can be found in any 
place in the country. Our figures for last year indicate 
that the number of treatments given by the Department 
of Physical Therapy were in the neighborhood of 65,000. 

In comparing this course with those given elsewhere 
it appears that there is somewhat more time devoted to 
the subjects of Anatomy, Histology, Physiology and 
Physics than is the usual case. On the other hand the 
length of the course is approximately eleven months, 
which means that we are not subtracting from the time 
spent on the subjects usually designated as being Physical 
Therapy procedures. 

There is also another point, that of granting a certifi- 
cate from the University of Michigan Medical School, 
as it gives recognition from a well known and important 
medical teaching center. 

Trusting that this information may be of value to you 
I remain 

Very sincerely yours, 
WILLIS S. PECK, M. D., 
Director of Department of Physical Therapy. 


UNIVERSITY OF MICHIGAN 
MEDICAL SCHOOL 
Course of Training for Technicians in Physical Therapy 
The University of Michigan Medical School is offering 
a course designed to provide a complete training for tech- 
nical assistants or technicians in Physical Therapy. 
Applicants to be accepted must have a certificate from 
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a recognized school of Nursing or a degree from a rec- 
ognized school of Physical Education. 

Instruction will begin with the opening of the 1930 
summer session. The work in the summer school will 
be devoted to instruction in Anatomy. This will consist 
of dissection and quizzes, special emphasis being placed 
on the study of the extremities. Following the close of 
the summer session there will be a two weeks’ vacation 
period. 

Instruction will be resumed on the first of Septem- 
ber, this period before the opening of the regular school 
year being devoted to the study of Massage and Muscle 
Education. 

During the regular University Session the subjects of 
Histology, Physiology, Applied Anatomy and Physics 
will be taught at the same time that the theory and prac- 
tice of Actinotherapy, Electrotherapy, Thermotherapy, 
Hydrotherapy, Massage and Muscle Education are given. 
The course will close with the completion of the school 
year in June, 1931. 

The University Hospital provides a large amount of 
material for teaching purposes so that the student will 
have an excellent opportunity to carry out the practical 
work in the Department of Physical Therapy. 

Following the successful completion of this course a 
certificate will be granted by the University of Michigan 
Medical School. 

The tuition is as follows: 


Marticulation fee for resident students................ $ 10.00 
Matriculation fee for non-resident students........ 25.00 
Annual fee for school year...................-..-..:00:s+-0000++ 113.00 


Summer session .................. eens ee ORE arr eh 33.00 
Applications should be sent to Willis S, Peck, M. D., 
University Hospital, Ann Arbor, Michigan. 





An oversight in the setting-up of the January-Febru- 
ary issue of the Review omitted the words “Cleveland- 
Washington Number” from the front cover. In the 
future the contributing chapters will be listed there as is 
most assuredly their due. The responsibility and num- 
bers remain as last year. 
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Abstracts 


By John S. Coulter, M.D., Assistant Professor of Physical Therapy, Northwestern University 
School of Medicine 


The Repair of Fractures. By Clay Ray Murray, M. 
D., Assistant Prof. of Surgery, College of Physicians 
and Surgeons, Columbia University; Associate attend- 
ing surgeon, Presbyterian Hospital, New York, in Min- 
nesota Medicine, xiii:3:137, March 1930. 

Fractures always heal, unless there is a mechanical bar 
to tissue growth. 

The healing is accomplished as with wounds else- 
where by the growth of granulation tissue. 

This granulation tissue is derived from the wounded 
soft parts of the bone—periosteum, endosteum—and the 
areolar tissue about the vessels in the narrow cavity and 
elsewhere. 

The source of calcium for this calcification is dead 
and autolyzed bone at the site of fracture and not the 
blood stream. 

Vascular changes probably induce local tissue PH 
changes which may strongly influence precipitation of 
calcium salts from solution or colloid combination or 
ferment activities on large radicles of organic calcium 
salts—such as hydroxyapatite or calcium hexose phos- 
phate. 

Given tissue death, a local calcium source, a vascular 
status producing the proper Ph, and granulation tissue, 
bone will form without the presence of any bone cell. 

Bone as a calcium source can be experimentally re- 
placed by both inorganic and organic salts of calcium 
(hexose phosphate). Either precipation or ferment 
splitting activity may be responsible for the calcium 
deposition ; the latter seems the more probable. 

Bone and soft part circulation are of prime impor- 
tance in the process of calcification of fracture healing, 
and should, therefore, be prime objects of attention 
early in the bone healing process. The time to use eleva- 
tion, heat, massage, diathermy and active exercise is at 
that time, if possible; it is much more important than 
later in the course. 

Mouth administration of Ca, P and similar drugs is 
ineffective. If calcium is needed it must be supplied lo- 
cally and not via the blood stream in any individual 
whose general calcium metabolism is normal. 


Manipulation of Joints. By C. H. Heyman in Jour. 
Bone & Joint Surg., 12:23, January 1930; abst. in Jour. 
A. M. A., 94:10:745, March 8, 1930. 

Forcibly manipulations accomplish relief from joint 
pain and stiffness by the rupture of adhesions or by the 
reduction of a displaced fibrocartilage in internal de- 
rangement of joints, as in the knee, wrist or jaw. Hey- 
man feels that this important form of therapy is being 
neglected by members of the medical profession who 
should become familiar with the methods of manipula- 
tion. 


Present Status of Treatment of Joint Tuberculosis. By 
Fred C. Kidner, M. D., Detroit, Michigan, in Jour. 
Mich. State Med. Soc., xxix :3:169, March 1930. 
Hygiene must include large amounts of sunlight and 
open air as well as good food. The substitution of the 
various forms of artificial light, such as the mercury 
vapor quartz, or are light, have not yet been proved in 
any way satisfactory. They may help to fill in on stormy 


days, but they do not compare to free exposure to the 
outdoor air and sun. These facts have been been proyej 
most conclusively at the Convalencent Home of th 
Children’s Hospital of Michigan, at Farmington. We 
still hope for an efficient substitute for the sun, but ye 
have not as yet found it. 


The Physical Therapy Treatment of Athletic Injw. 
ies. By J. C. Elsom, M. D., Madison, Wisconsin, jn 
Physical Therapeutics, xlviii :3:134, March, 1930, 

The most common athletic injury is that resulting 
from one or more severe blows, and in athletic parlance 
this condition is called “charley-horse.”’ 

Dr. Berg found that in dogs a gross examination 
showed no change in the more superficial muscles such 
as the sartorious and the rectus femoris, while the deep- 
lying muscles such as the vastus externue and inter. 
medium were mottled in red and white and pink. Edema 
was marked in the deep-lying muscles in severe cases. 

Radiant heat and light, with applications prolonged 
for half or three-quarters of an hour or even longer, 
brings about great relief and an expedition of the heal- 
ing process. Massage is valuable but should be care 
fully and gently applied, especially in the very recent 
cases. Deep and rough massage so often misapplied by 
trainers, is distinctly injurious. In chronic cases the 
massage ma} well be more vigorous. 

Diathermy is of great value and, applied with a mild 
current long continued, greatly relieves pain and hastens 
the process of repair, but its use in severe cases of recent 
contusions should be cautiously done and never in case 
of recent hematoma. Chronic cases seem to be especially 
benefited by its application and the use of fairly large 
electrodes placed on opposite sides of the limb. Moder- 
ate exercise in all but the very severe cases is not cot 
tra-indicated. 


Viosterol or Irradiation. Jour. A. M. A., 94 :8 58), 
Feb. 22, 1930. 

To the Editor :—I am in doubt as to whether the i 
radiated sterols, e. g., viosterol, may be properly used # 
substitutes for the more expensive ultraviolet ray treat 
ments, and, if so, to what extent. Please use initials 
only.—M. D., Massachusetts. 

Answer.—The reply depends in some measure on the 
therapeutic ends that are in mind. If rickets is the dis 
order that is to be cured or averted, both cod liver al 
and irradiated ergosterol, the latter now available 
standardized solutions under the name of viosterol ® 
oil 100 D, act as specifics; so that irradiation with att 
ficial light sources is not essential though its effectivent® 
to accomplish the same ends deserves emphasis. Vi0* 
terol also serves to promote the proper metabolism 
calcium and phosphorus in other disorders in which this 
may be involved, and it is effective in the treatment of 
certain types of infantile tetany. 

On the other hand, irradiation with ultraviolet ™* 
doubtless produces a variety of physiologic effects 
which we are still largely uninformed; at least, mai} 
of the manifestations remain under debate. They ® 
clude various influences on the blood and circulation thé 
remain to be carefully evaluated. Some of these & 
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tainly are not secured through the use of viosterol. 
Some of the difficulties involevd lie in our ignor- 
ance of how much ultraviolet irradiation the hu- 
man being really needs or can tolerate without detri- 
ment. These are dangers in the careless use of artificial 
sources of irradiation that need to be carefully guarded 
against. Some of the details will be found in such books 
as Mayer’s “Clinical Application of Sunlight and Arti- 
ficial Radiation” or in Laurens’ summary on “The 
Physiological Effects of Radiation” (physiol. Rev., 
8:1, Jan. 1928). An excellent summary has just been 
published by Katherine Blunt and Ruth Cowan: “Ultra- 
violet Light and Vitamin D in Nutrition,” University 
of Chicago Press. Some of the chapters have appeared 
in recent issues of “The Journal.” 





Control of Dosage of Ultraviolet. By Ezra Bridge, 
Rochester, N. Y., in Medical J. & Rec., cxxx:11 :639, 
Dec. 4, 1929. 

Our work is confined mostly to patients with pulmon- 
ary tuberculosis complicated by tuberculosis of intestines, 
larynges, bones, joints, lymph nodes, skin, sinuses, or 
with primary tuberculosis of these organs and tissues 
and to children with childhood tuberculosis. 

The patients with intestinal tuberculosis receive relief 
from their gastric and abdominal discomfort, from their 
anorexia and frequency of intestinal movements. The 
treatment is general, fractional radiation as previously 
described. 

Tuberculosis of the larynx seems to improve faster 
with local applications of ultraviolet than it does when 
treated with sprays and applications of formalin or 
chaulmoogra oil, all of which we have discarded. 

Discharging tuberculosis sinuses react more encourag- 
ingly than they do to ointments and dressings. Local 
and general treatments are combined in these cases. 

Tuberculosis of lymph nodes improves under radia- 
tion when it is not too far advanced. Surgery is neces- 
sary at times. Here, too, general treatments are com- 
bined with local. 

Tuberculosis of bones and joints is treated by the 
same method over the entire body. Surgery and ortho- 
pedic procedures are frequently indicated. The results 
are encouraging. 

Our children for the most part receive general radia- 
tion. They improve faster if they receive the ultraviolet. 

About 222 patients are treated in our ultraviolet de- 
partment each year, the average treatments per week 
being 250. 

CONCLUSIONS 

Control of all factors involved in treatment with ultra- 
violet radiation is essential to dosage control. 

This control should apply to the equipment producing 
the radiant energy and to the patient. 

The fractional method of treatment with doses indi- 
cated by the erythema tolerance gauge aids in determin- 
ing the dosage of individual patients. 

The aim should be the production of an erythema 
that is just evident at the end of twenty-four hours and 
not pigmentation. 





The Penetration of Ultraviolet Light Through the 
Human Skin. By A. Bachem, Ph.D., and C. I. Reed, 
Ph.D., University of Illinois College of Medicine, in 
Arch. Physical Therapy, xi:2:49, February, 1930. 

Most of the visible light is absorbed in the corium, 
the longer visible rays even penetrate into the subcutane- 
ous layers. 

_Most of the near ultraviolet is absorbed in the malpig- 


lan layers, but a respectable amount reaches the corium 
and is absorbed in it. 


Around 275 millimicrons practically all the radiation is 
absorbed by the corneum and granulosum. This is the 
radiation with a maximum of antirachitic activity. 

On both sides of this area (260 and 300 millimicrons ) 
the radiation penetrates deeper, with a larger amount 
reaching the germinativum (and the corium). These 
are the spectral areas most active as to the production 
of an erythema. 

From 230 millimicrons on, practically no radiation is 
able to penetrate the horny layer of the skin. 





Ultraviolet Irradiation in Erysipelas in Nurslings. By 
J. Becker in Strahlentherapie, 34:205, Oct. 23, 1929; 
abst. in Jour. A. M. A., 94:4:302, Jan. 25, 1930. * 

Becker calls attention to the fact that the mortality in 
erysipelas is inversely proportional to the age of the 
patient and heretofore has been extremely high in 
nurslings. In eight infants (aged eighteen days, twenty 
days, three weeks, six weeks, ten weeks, six and one-half 
months, nine months and twelve months) with erysipelas 
treated by means of ultraviolet irradiation with one and 
one-half times the individual erythema dose only one 
death occurred and that was in an infant (aged twenty 
days) in whom erysipelas developed following an opera- 
tion for umbilical hernia and who died from septic 
thrombosis, peritonitis and bronchopneumonia. In some 
of the patients who recovered the erysipelas was of the 
most malignant form. 





The Management of the Rachitic Child. By T. R. 
Bowers, M. D., Bristol, Va., in Va. Med. Monthly, 
56:11 :748, February, 1930. 

Preventive measures should begin with the institution 
of proper hygiene and diet for the expectant mother. 

Breast feeding, particularly for the first few months, 
followed with a diet containing vitamins A and D. Hess 
has shown that egg yolk offers most protection in addi- 
tion to good cow’s milk. Green vegetables and meats 
followed at proper ages. 

Sunlight exposure as routinely as orange juice is given 
for its vitamin C. 

Administration of standardized cod liver oil. 

Ultraviolet irradiation is given about three times a 
week. 

Irradiated ergosterol, recently passed by the A. M. A. 
Council on Pharmacy and Chemistry. 

CURATIVE 


Cod liver oil must be given in large amounts, at least 
a teaspoonful three times a day to an infant six months 
old, and larger amounts to older children. 

Body irradiation, either with natural sunshine expos- 
ures or with the mercury vapor quartz or carbon arc 
lamp. 

Irradiated ergosterol is used in larger doses, separately 
or together, with cod liver oil, fifteen drops a day in mild 
cases and twenty drops a day in the more severe. 





Ultraviolet Solarium Installed at Cornell. Section on 
Medical News, Jour. A. M. A., 94:10:725, Mar. 8, 1930. 

Dr. Dean F. Smiley, medical adviser at Cornell Uni- 
versity, has announced the installation of an ultraviolet 
ray solarium; it is said to be the first established in an 
American University. The solarium marks the begin- 
ing of a comprehensive effort to make available, arti- 
ficially, the beneficial effects of the sun’s rays to students 
of the University. 





The Melted Paraffin Wax Bath and Ultraviolet Rays 
(More Particularly in Chilblains). By E. Howard 
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Humphris, M. D., London, England, in American Medi- 
cine, xxv:2:100, February, 1930. 

The melting point of this wax is 120 F. The patient 
remains with hands or feet in the bath for about twenty 
minutes, at a temperature of about 120 to 130 F. The 
sensation is usually quite comfortable. At the end of 
this time the part under treatment is removed from the 
bath, and allowed to cool. After two or three minutes 
the wax can be quite easily peeled off the limb. 

In the treatment of chilblains, patients as a rule say 
that irritation ceases after the second treatment, and ob- 
jectively the skin loses its tight stretched character, and 
presents a much more normal appearance. 

Bulbous elevation of the epidermis or doughy swel- 
lings are very apt to break down and form atonic ulcers. 
Here the ultraviolet rays are most useful. 


Bronchial Asthma. By Wm. M. Sheppe, M. D., 
Wheeling, W. Va., in W. Va. M. J., xxvi:2:65, Febru- 
ary, 1930. 

We require all of our asthmatic children to have ten 
minutes of breathing exercises each day. They are re- 
quired to stand erect and inspire and expire the air very 
slowly, filling the lungs completely at each respiration. 
During an attack of asthma this voluntary control is, 
of course, entirely lost. 








The Eczema Problem. By John H. Stokes, M. D., 
Prof. of Dermatology and Syphilology, School of Medi- 
cine, Univ. of Penna., Philadelphia, in W. Va. Med. 
Jour., xxvi:3:159, March, 1930. 

(Read before the West Virginia State Medical As- 
sociation, Martinsburg, W. Va., May 22, 1929, and as 
published in The American Journal of the Medical Sci- 
ences, January, 1930.) 

SUMMARY OF TREATMENT OF ECZEMA 

How shall we treat eczema? If I were asked, as I am, 
to give in a closing paragraph a scaling ladder to the 
outer confines of an unconquered citadel, I should say: 

Search for the external excitant, though it may be 
difficult to find and its removal may avail little. 

Reduce the carbohydrate intake. Take a meal-by-meal 
history of the diet. 

Know and grease the ichthyotic. 

Look for dermatophytosis of the fingers, toes and 
groins, and for pustules. Your patient’s eczema may 
be an infection. 

Try to restore balance by correcting the outstanding 
errors in focal infection and gastrointestinal troubles. 

Expect less of sensitization tests, metabolism determi- 
nations, blood chemistry, and routine physical and labora- 
tory workups, and more from a full history, an experi- 
enced appraisal, of type and quasiempirical management. 

Keep water and soap away, and learn to juggle 
ichthyol and tars, especially crude coal tar. 

Use roentgen rays sparingly, the quartz lamp often, 
autchemotherapy oftener, calcium in large doses on an 
empty stomach oftenest. 

Study the nervous background, but do not fall back 
on its explanations untii the physical person has been 
completely searched. 

Pray—for we must, in this wilderness, as Ochsner, 
from the depth of a vast surgical experience, said, 
“Leave something to God.” 





Reeducation of Disturbed Locomotion. By Alfred 
Gordon, M. D., Philadelphia, Pa., in American Medi- 
cine, xxv:2:81, February, 1930. 

As to the movements themselves, no stereotyped rule 


can be laid down. In my own work it has been 
habit to vary them from patient to patient in differen 
affections, also in various patients affected with the same 
disease. Not all tabetics, not all paraplegics have com. 
menced the treatment in the same manner. I have ty 
consider the degree of their ataxia or of their loss of 
power, the rapidity with which they get fatigued, their 
general health and their mental attitude. While with 
one tabetic I may begin with teaching movements of 
toes, another tabetic may be taught first how to flex or 
extend his leg; while one paraplegic will learn first the 
act of sitting down, another the act of lying down, etc. 

The effect of the passive and active movements of 
reeducation can be enhanced by massage. The latter 
modifies the vasomotor disturbances which are always 
present in the affected limbs, renders the local circula- 
tion and nutrition more active, reduces muscular and 
articular rigidity. 





The Treatment of Torticollis. By B. W. Howell, in 
Brit. M. J., 3589:714, Oct. 19, 1929; abst. in Can. Med. 
Assoc. J., xxii:1:133, January, 1930. 

Torticolli occurs in one in 150,000 births. The head 
is tilted towards the affected side with rotation of the 
chin forward and away from the affected side. See 
ondary deformities are facial asymmetry and scoliosis. 
It may be (A): congenital; (1) prenatal, (2) natal; 
(B): acquired; (1) rheumatic, (2) reflex, e. g., from 
tubercle of spine, (3) ocular, (4) spasmodic. The de 
formity is due to a contracture of the sternomastoid 
muscle, particularly its sternal head. It may be due to 
abnormal posture in utero, resulting in a shortening of 
the sternomastoid muscle, or a localized fibrosis and 
contracture from interference with the blood supply. 
Rare forms are due to an abnormal development of cer- 
vical vertebrae. The contracture is usually on the right 
side, very rarely bilateral. The natal subdivision is as- 
sociated with a difficult labour, usually a breech pres- 
entation. A rupture of some of the fibres of the sterno- 
mastoid, with or without a hematoma results. The con- 
dition occurs more frequently in males. 

The earlier the patient is brought to the orthopedic 
surgeon the better the prognosis; if within a few days 
of birth, cure should result in three months. Treatment 
consists in rotating and tilting the head in a direction 
the reverse of the deformity, while an assistant pulls 
down the shoulder and arm on the affected side. This 
should be done a number of times and repeated daily. 
A masseuse should then knead the affected muscle. Cor- 
rect posture in carrying is also an aid. 

In late cases operation, followed by suitable exercists 
and re-education, is the only cure. Subcutaneous teno- 
tomy of the sternal head of the affected sternomastoid 
is done. The head is then fixed in a position of over 
correction by means of a plaster jacket. This remaifis 
on for four weeks. The jacket is then bivalved and 
exercises and re-education commenced. In another fout 
weeks the jacket is done away with. Cure resulted m 
from three to six months in nineteen to twenty case 
reported. Open operation is done for incomplete cuft 
or relapse after the method described, and in cases 
other abnormalities. 

Operation is contraindicated in: (1) cases having 
marked congenital bony abnormality ; (2) bilateral tort- 
collis; in (3) those cases in which the torticollis is s& 
ondary to disease of the spine—Stuart D. Gordon. 





Volkmann's Ischewic Contracture. Henry W. Mey 
erding, M. D., Rochester, Minn., in Jour. A. M. As 
94 :6 :394, Feb. 8, 1930. 
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THE PuysioTtHerRaAPpy ReEvIEWw 


CONCLUSIONS 


Volkmann’s ischemic contracture may result from in- 
jury when bandages, splints or casts of plaster of paris 
have not been used ; this is a highly important fact, from 
a medicolegal point of view. 

In more than ninety per cent of cases, the upper ex- 
tremity is involved. 

Supracondylar fractures of the elbow (treated by 
acute flexion) are the most frequent injury with which 
Volkmann’s ischemic contracture is associated, and frac- 
tures of the forearm are next in frequency. 

Acute flexion of the elbow, in the presence of swell- 
ing and hemorrhage, tends to impair the circulation by 
increasing the pressure in the antecubital space, even 
though the fracture is reduced. 

In injuries of the arm, immediate and constant care 
of the soft tissues is most important to preserve their 
delicate movements, even though reduction of the frac- 
ture may be temporarily delayed. 

Drainage of large hematomas of the antecubital space 
is indicated at times to relieve pressure. 

I believe that Volkmann’s ischemic contracture is due 
to intrinsic or extrinsic pressure interfering primarily 
with the venous circulation, and secondarily with the 
arterial circulation. It usually follows injury, which 
together with hemorrhage, infiltration, edema and im- 
mobilization results in scarring and contracture of the 
normal tissue. 

Conservative treatment, consisting of gradual exten- 
sion and physical therapy, gives excellent results. 

Long standing, severe cases may require surgical op- 
eration, such as tenoplasty, arthrodesis or neurolysis. 





The Care of the Feet in Chronic Arthritis. By Harry 
J. Fortin, M. D., Section on Orthopedic Surgery, The 
Mayo Clinic, Rochester, Minn., in The Journal-Lancet, 
L:2:36, Jan. 15, 1930. 

The shoe ordinarily used has a straight last (a last 
with a straight inner border) and a rounded toe with a 
broad heel. The shank of the shoe has the additional 
support of a piece of spring steel. As soon as the shoes 
are fitted, a Thomas rubber heel (one in which the inner 
border extends farther forward than the outer border 
and flares outward) is supplied. As necessary, the 
heels, and at times the inner sides of the soles, are supi- 
nated from an eighth to a fourth of an inch. When 
there is more pain, sole-pads or heel-pads may be fitted 
in the shoes. Felt pads usually afford the most com- 
fort, and piano felt is used because it is firm, does not 
change shape on pressure, and yet is easy to mold to 
the necessary conformation. 

Treatment includes primarily, reduction of weight to 
aS near normal as possible, proper support for the feet 
as afforded by correct shoes with specific alterations as 
indicated, and strapping of the foot if necessary during 
the period of rather acute pain. The straps are re- 
moved as soon as possible and usually the shoes give 
sufficient support. 

The chief objection to the rigid arch supports, so 
Promiscuously and widely used is that they may induce 
atrophy of muscle by their extreme rigidity. 

The application of correct shoes furnishes an impor- 
tant supplement to physiotherapy and special exercises 
for the feet. The contrast. baths, especially, afford re- 
lief and should be used in addition to periodic profes- 
sional and continuous home physiotherapy and exer- 
“ses for the correction of the broken arches. The 
simple methods of applying heat that a patient may use 
in his own home include especially the use of a baking 
machine, a cradle of carbon lights, in the use of which 
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he has been carefully instructed by a physician or 
physiotherapist. Heat can then be applied for approxi- 
mately twenty minutes once or twice a day and this may 
be followed by certain specific exercises for the correc- 
tion of the pronation and depression. It is difficult for 
the patient to apply massage himself; generally this 
should be done only by trained persons. 

Along with physiotherapy, typhoid vaccine is given 
intravenously every four days. 

Hallux valgus with bunion.—If the bunion does not 
cause pain, a shoe that gives the anterior part of the 
foot plenty of room is provided. If, however, the pain 
is severe, surgical intervention, such as the Mayo opera- 
tion for bunion in which the head of the first metatarsal 
is removed, may be necessary. 

Spurs.—Conservative treatment is advisable and palli- 
ative measures often are successful until the arrival of 
the late inactive stage. Felt pads with a hole directly 
under the spurs, may be inserted inside the heel of the 
shoe. Felt pads placed in the shoes, on either side of the 
painful areas, also may add comfort. The local applica- 
tion of unguentum hydrargyri as a counterifritant may 
supplement heat and massage. E Ais 

Surgical intervention is seldom advocated for the 
spurs are prone to recur. 

Metatarsalgia.—Actually, the anterior arch, so-called, 
exists only in textbooks on anatomy, or when there is no 
weight bearing. ... The feet are fitted with shoes 
which allow more room for the toes. Transverse 
leather bars are fastened on the soles of the shoes just 
back of the heads of the metatarsals or a firm pad of 
piano felt is placed in the shoe, so that during weight 
bearing the pressure comes first on the heel and then 
on the bar or pad just back of the painful area. 





Diathermy as an Adjunct in the Treatment of Pelvic 
Inflammatory disease. By Lewis C. Scheffey, M. D., 
and William H. Schmidt, M. D., Philadelphia, Pa., in 
American J. Obstet. & Gynec., xviii:2:2:230, August, 
1929. 

We believe that whatever good diathermy accom- 
plishes is due to the increase in circulation brought about 
by the local application of heat, rather than from any 
heat generated in the diseased tissues themselves, and 
surely not from any destruction of bacteria by heat. 


It is best employed to advantage in young women ex- 
periencing their first attack, with or without adnexal 
masses, and in whom the acute symptoms and fever have 
subsided. It is of much less value in recurrent cases, 
and our feeling is that such patients should generally be 
operated upon. When a diathermy application in a se- 
lected case results in a marked “reaction,” evidenced by 
severe pain and increased temperature, its use should be 
discontinuned, for an indefinite period at least. It 
should never be used in the presence of fever, or when 
signs and symptoms of pelvic peritonitis are present. 

Inflammatory cases of postabortal or puerperal origin 
apparently respond more advantageously than those of 
the neisserian group. 


Its use is contraindicated in the presence of compli- 
cating pelvic conditions as myoma uteri and ovarian 
cysts or tumors; neither should it be employed during 
menstration or in the presence of profuse bleeding of in- 
flammatory origin. 

We were better satisfied with the use of the abdomin- 
osacral method than with the abdominovaginal, the ap- 
plication being simpler, and because of our belief that 
increased circulation is the principal factor in the benefit 
derived, rather than increased temperature in the tissues 
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themselves which one might more likely expect a vaginal 
electrode to produce. 


Bearing in mind these conclusions, our thought, after 
an unprejudiced study of this limited number of cases 
during the past year, is that diathermy is a helpful ad- 


junct in the treatment of pelvic inflammatory disease, in 
properly selected cases. 


Mucous Colitis: Observations in 500 Cases. By 
Julius Friedenwald, M. D., Maurice Leldman, M. D., and 
Lewis J. Rosenthal, M. D., Baltimore, Maryland, in Ann. 
Internal Med., 3:6:521, Dec., 1929. 

Overcoming undernutrition is important in the relief 
and cure of this. disease. In the aggravated types, in 
which there is marked loss of flesh and which are fre- 
quently complicated with marked grades of enteroptosis, 
well planned rest cures become essential. These should 
be directed not only toward building up of the physical 
condition of the patient by a gain in weight and im- 
provement in the blood picture, but also in improving 
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the state of the nervous system by means of psy 
therapeutic measures. An increase in flesh and impr 
ment in the general nutrition will also often mark 
overcome long standing and severe types of mue 
colitis and thus relieve the patient of depression 
nervous fears. This treatment is best undertaken j in 
hospital or sanitorium and should extend over a per 
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obtained during this period from the judicious emp 
ment of hydrotherapy, heliotherapy, diathermy as 
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domen. Colonic irrigations with medicated solutions g — 
commonly practiced in this condition are of extrem 
doubtful utility. The irritation of the bowel is 


be increased by such measures and they are likewise 
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